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SCOLIOSIS 
ROBERT L. PRESTON, M.D., New York 


HE etiology of scoliosis has been the subject 

of a great deal of study during the past few 

years. Carey (8) believes that scoliosis is 
the spinal sign of the unbalance of muscle and 
bone growth of the back and not a specific dis- 
ease entity. The kind and degree of scoliosis are 
dependent upon the extent of the unbalance 
caused by the weakening and possible paralysis 
of multiple combinations of muscle groups of the 
body as a whole. In chronic infantile inanition 
and malnutrition there is a decrease in muscle 
weight and a persistence in skeletal growth. The 
muscles do not degenerate uniformly, the normal 
dynamic equilibrium of the muscle and bone 
growth of the spine being therefore disturbed. 
Carey believes that the problem of scoliosis is 
fundamentally one of prevention of all conditions 
which upset the normal dynamic balance of mus- 
cle and bone during the period of growth, such as 
chronic inanition and malnutrition and the various 
types of chronic diseases which lead to under- 
nourishment of the growing child. 

Rogers (35) attempts to reduce the elements of 
the scoliotic deformity to their mechanical com- 
ponents as a means of developing a more efficient 
treatment. 

In a study of physiological scoliosis, Forbes 
(15) found that rotation of the trunk by means of 
the upper extremities was followed by rotation of 
the lumbar vertebrz in one direction and of the 
dorsal vertebre in the opposite direction. Rota- 
tion and side-bending both caused scoliosis of 
exactly the same character. As a result of this 
information, Forbes tried to treat pathological 
scoliosis by superimposing physiological scoliosis 


of a reverse character upon the already existing 
deformity. He found it impossible to change the 
greater by the lesser. 

Hawk (19) states that of a group of 2,100 stu- 
dents, 1.9 per cent had mild scoliosis. From a 
study of the articular facets he decided that the 
intervertebral articulations play no part in 
scoliosis because the deformity did not seem to be 
influenced by the variation of the planes of these 
joints from the normal. 

Allen and Kahn (5) report a case in which 
scoliosis was the first sign of a spinal cord tumor. 

Abercrombie (1) reports 5 cases of lateral curva- 
ture which followed encephalitis lethargica. 

The relationship of scoliosis and other con- 
genital abnormalities is discussed by Greig (18). 

In a study of the effect of the scoliotic deformity 
on the vital capacity Flagstad and Kollman (14) 
found that, in severe cases, the vital capacity 
varies between 53 and 65 per cent of normal. 
They suggest that the vital capacity be used as 
an index of the damage done and of the operative 
risk. When it approaches 50 to 60 per cent they 
feel that operative procedures are very hazardous. 

Edeiken (10) studied the effect of severe 
scoliosis on the circulatory system and found that 
the aorta tends to follow the curves of the spine. 
In 2 cases observed post mortem, the aorta 
coursed across the thorax transversely to reach 
the spine. A variation in the blood pressure of 
the 2 arms of more than ro mm. of mercury was 
found in one-third of the cases studied. In most 
cases, hypertrophy of the right side of the heart 
was present. Dyspnoea on exertion was the only 
common clinical sign. Edeiken feels that the cir- 
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culatory changes are due principally to the dis- 
tortion of the lungs. 

The methods of treating scoliosis may be 
divided into 3 main types: (1) gymnastic exer- 
cises, (2) the use of various forms of apparatus, 
and (3) operative methods. From a survey of the 
recent literature it is evident that most surgeons 
use a combination of 2 or 3 of these forms of 
treatment, their choice being determined by the 
severity of the deformity and the result of treat- 
ment. 

Aitken (2, 3) bases his treatment on the sug- 
gestions of Hoke, Abbott, and Hoglund. In 1904, 
Hoke stated that, during respiration, a scoliotic 
expands the bulging parts of his chest more than 
the flattened portions, and that, because of the 
articulation of the ribs with the vertebra, move- 
ment tends to rotate the vertebrae further in the 
direction of the rotation deformity. If the bulg- 
ing portion of the chest is compressed, the flat- 
tened parts expand with respiration and this in- 
creased movement helps to turn the vertebra in 
a direction opposite to that of the rotation de- 
formity. In 1908, Abbott laid stress on the 
importance of full flexion in combination with 
breathing windows. Hoglund suggested that the 
lateral curve be corrected by keeping the patient’s 
weight on the foot on the side of the convexity and 
allowing the postural reflexes to correct the curve. 
Aitken re-educates the patient in habitual pos- 
ture so that the postural reflexes used by the 
patient in ordinary life tend to correct, rather 
than perpetuate, the deformity. In addition, he 
uses a jacket which permits the principles of 
Hoke and Abbott, asymmetric breathing and 
flexion of the spine, to. be applied. 

Sayre (37) states that in most cases the condi- 
tion can be improved if the patient can be induced 
to practice 3 or 4 simple exercises every hour. 

Anderson (6) recommends as the most impor- 
tant therapeutic agency the examination of all 
school children for back deformities as well as 
for tonsillar conditions. 

Steindler (39) states that all but the most 
severe types of scoliosis can be controlled by the 
“compensation treatment.’ This method aims at 
re-alignment of the trunk and body as a whole 
by means of secondary compensatory curves 
developed systematically in the adjacent sections 
of the spine. After body balance has been 
restored it is the further aim of the treatment to 
maintain re-alignment by active muscle power. 
To this end the musculature must be brought to 
the full control of body posture. The relaxation 
of the spine necessary to produce these secondary 
curves must be carried out under constant sur- 


veillance so that it does not exceed the ability 
of the active muscular apparatus to control it. 
The active maintenance of compensation depends 
upon the condition of the musculature of the back 
and body as a whole. 

The mobilization of the spine is effected by a 
system of active motion consisting principally in 
creeping, body shifting, and spring sitting exer- 
cise. Passive exercises include body swinging, 
manipulations of the pelvis carried out on the 
plinth and on the oblique Zander seat, and, for 
derotation, the use of an apparatus which holds 
the thorax immobilized and imparts rotatory 
movements to the pelvis and lumbar spine. 

After observing the results of this treatment 
for more than four years in 150 cases, Steindler 
states that, in properly selected cases, a return to 
normal body balance and satisfactory develop- 
ment of active muscle power of the spine are 
possible. 

Lucas (28) recommends exercises directed at 
increasing the compensatory curves, stretching 
with traction on a Bradford frame, and blowing 
into Wolf bottles. After one or two months of 
this treatment, a body cast is applied. If, follow- 
ing a period in the cast, the spine is stable, the 
child is sent home in a brace after another series 
of gymnastic exercises. If the spine is unstable 
and the musculature weak, a fusion operation is 
done. 

Hawk’s (19) treatment is directed at develop- 
ment of the musculature on the side of the con- 
vexity, the object being to cause greater strength 
and tonicity on this side of the chest and abdomen 
which will increase the downward pull on the 
shoulder girdle and gradually bring the spine 
into permanent alignment. The patient is in- 
structed to stand on one foot, the foot on the side 
of the convexity, and when carrying a weight to 
carry it on the side of the concavity, thereby 
exercising the muscles of the convex side of the 
trunk. Each day the patient is exercised. As 
he lies on a table with the convex side of the spine 
up, the entire weight of the head, arms, and trunk 
is raised and lowered. Keppler (20) has devised 
an apparatus which aids in the performance of 
exercise of this type. 

Ferguson (11) has found that gymnastics are 
ineffective in stopping the progress of the curve, 
but thinks that they have some value in improv- 
ing the posture and keeping the patient in touch 
with the surgeon. He points out that, in boys, 
rapid increase of height ceases at about the age of 
sixteen years, and in girls, at about the age of 
fifteen years. In the case of boys, the period from 
about six to twelve years, and in the case of 
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girls, the period from about six to eleven years is 
a period of comparatively slow growth. During 
the periods of slow growth the scoliosis often 
reaches a point at which the increase of deformity 
does not tend to be rapid or may be absent. In 
the periods of rapid growth braces or jackets are 
ineffective in stopping the progress or maintain- 
ing the correction of a curve. Often they have a 
deleterious effect since they tend to weaken the 
patient. 

Rechtman (33) treats his ambulatory patients 
by the repeated application of plaster jackets, 
renewed once in three months, until maximum 
correction is obtained. Some of his patients are 
treated in recumbency on a Bradford frame with 
traction on the head and pelvis. With the latter 
treatment, maximum correction is obtained in 
from four to eight weeks, whereas when plaster 
casts are employed, a period of from one-half to 
two years is necessary. 

Lowman’s method (26) differs from that of 
Rechtman (33) in that Lowman does not use a 
Bradford frame. He allows the springs and mat- 
tress of the bed to sag so that spinal flexion will 
occur and render the column more mobile. Con- 
tinuous traction is applied through a head halter 
and pelvic girdle. Lateral traction bands are also 
used. The patient is allowed to remain at home. 
Massage of the muscles of the convex side is sup- 
plemented by passive corrective exercise and 
breathing exercises. Lowman finds that maxi- 
mum correction is accomplished after from four 
to eight weeks of continuous traction. At the 
end of that time the spine is fused. 

In discussing Lowman’s article, Kleinberg 
states that at the Hospital for the Ruptured and 
Crippled, New York, a convex frame is used 
which permits greater expansion of the chest 
during the period of continuous traction. 

Kreuscher (25) divides the treatment into 4 
stages: 

1. Ambulatory stage. Under head traction, a 
body cast is applied. This is changed every five 
or six weeks. 

2. Stage of recumbency. No cast is used. 
The patient is placed on a Bradford frame with 
continuous traction on the head and feet for a 
period of from eight to ten weeks. 

3. Forcible correction under anesthesia fol- 
lowed by the application of a body cast. 

4. Operation. 

Moffat (30) keeps his patients on a Bradford 
frame with continuous traction for six weeks be- 
fore operation. 

Flagstad (13) recommends treatment by jackets 
followed, in some cases, by operation. 
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Peabody (32) has devised a brace for scoliotics 
which is about the same as the usual Knight 
brace except that the uprights may be adjusted 
to increase the correction. 

Brewster (7) prepares a plaster model of the 
patient. This model is shaved down to the de- 
sired corrected contour. Over it, a removable 
turnbuckle jacket is made. With this type of 
apparatus Brewster finds that he can correct 
single curves, the apices of which are below the 
eighth dorsal vertebra, and can reduce double 
curves of the same region. No type of curve 
which is of long duration and associated with 
marked rotation and ankylosis can be improved. 

Ryan (36) has devised a derotating chair in 
which the patient’s chest is held fixed by a plate 
front and back. With the patient strapped to 
the seat, the seat may be rotated to any position 
on its vertical axis. This apparatus does not per- 
mit the application of a cast in the derotated 
position. 

Galeazzi (17) has been using his derotation 
apparatus since 1913. On this apparatus there 
are 2 independent units, one of which fixes the 
scapular region and the other the pelvic region. 
The patient is suspended face downward in the 
position of a quadruped. Linen bands are fixed 
over the apex of each curve and used by assistants 
to produce lateral traction. The apparatus per- 
mits rotatory movement of the end units around 
a vertical axis which, with the traction of the 
linen bands, produces lateral flexion of the spine 
and rotatory movements around the longitudinal 
axis of the spine. A cast is applied when suffi- 
cient correction is obtained. The correction is 
accomplished very gradually, and many casts are 
applied during the long fixation period. 

A survey of the literature of the past six years 
reveals that the medical profession is almost 
universally in favor of some type of operative 
treatment for the more severe types of scoliosis. 

Ferguson (11) says, “If a scoliotic case needs 
any treatment other than mere postural exercise, 
it needs operative fusion.” He has seen no case 
in which, under any other method of treatment, 
he has been able to prove arrest of progress or 
even limitation of progress. Moreover, he has 
had no case in which partial or complete correc- 
tion of the curvature has been maintained except 
by operation. Risser (34) feels that corrective 
gymnastics, with or without jackets, are of only 
temporary value in the treatment of progressive 
scoliosis. Kleinberg (21) states that from 60 to 
70 per cent of the cases can be successfully 
treated by conservative methods. In some cases 
the deformity progressively increases in spite of 
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careful treatment. In rachitic cases, the de- 
formity becomes severe very early in childhood 
and is not amenable to conservative measures. 
High dorsal and cervicodorsal cases cannot be 
controlled with apparatus. Kleinberg recom- 
mends operation for all cases in which the de- 
formity increases under treatment. Mitchell (29) 
advises operation for all cases with paralysis and 
for all other cases in which progress of the 
deformity is anticipated. Steindler (39) recom- 
mends operation for the severe cases. Recht- 
man’s (33) views as to the indications for opera- 
tion may be taken as a summary of the ideas of 
the majority of the members of the profession. 
Rechtman says, “Operative fusion of the spine is 
indicated when there is an increase in the deform- 
ity, pain, and discomfort, inability to withstand 
plaster treatment, or desire to decrease the time 
of treatment.” 

Although most surgeons writing on scoliosis 
favor operative treatment, there are a few who do 
not believe that surgical methods are necessary. 
Aitken (2, 3) continues to treat scoliosis by non- 
operative methods. Galeazzi (17) believes that 
surgery is not necessary after the use of his derota- 
tion apparatus. Francisco (16) states that he has 
been disappointed in operative procedures because 
in postoperative cases support with braces must be 
continued as long as the child is growing. Ober 
and Ghormley (31) state that fusion should not 
be done on growing children unless paralysis is 
present and then only in cases of severe deformity 
which cannot be held by other means. They say, 
“As a general rule, we believe that children should 
not have fusion because the same factors that 
produced the curves are still. present and can 
exert the same forces on the growing fused bone 
that were exerted before fusion was done. The 
result of this is a recurrence and an increase in 
the deformity-producing curvatures which are 
practically impossible to correct by any means 
at our command. There is also another reason for 
non-operative treatment in growing children. If 
the curve cannot be corrected, the area of rota- 
tion of the bodies is lateral to the area of fusion, 
which is along the laminz and spinous and articu- 
lar processes and follows the concave aspect of the 
vertebral bodies so that the line of fusion gives a 
subtended cord to the arc. This cord, which ties 
into the ends of the arc, is shorter than the arc, 
and, if the same rate of growth takes place in the 
cord and the arc, the total growth must be greater 
in the bodies, with the result that the lateral and 
rotation elements increase as growth takes place.” 

The fallacy of these theoretical objections has 
been proved by clinical experience. A survey of 


the literature shows that adequate internal stabi- 
lization of the spine is not followed by increased 
deformity in the growing child. 

For over one hundred years attempts have been 
made to reduce scoliosis by means of surgery. 
Reasoning that scoliosis is a deformity caused by 
muscle contraction analogous to that resulting in 
torticollis, Guerin, in 1830, began performing 
myotomies on the concave side. This method 
was discarded after fourteen years, revived in 
1875 by Sayre and Volkmann, and subsequently 
again discarded. 

In 1889, Volkmann performed resection of the 
ribs on the convex side and in 2 cases obtained 
slight improvement. Hoffa combined this pro- 
cedure with resection of the transverse processes 
on the same side. Similar resections have been 
done by Gaudier, Mauceliare, and others in 
France, and by Whitman and Kleinberg in 
America. Whitman (41) does the operation in 2 
stages. At the first sitting 3 or 4 in. of the 3 or 
more ribs at the apex of the curve are resected 
subperiosteally. During the period of regenera- 
tion of the resected ribs, about six weeks, the 
patient is placed on a convex frame. The excised 
portions are preserved in alcohol and at the time 
of the second stage are boiled and used as dead 
grafts. The routine Hibbs procedure is done and 
the grafts are laid along the laminz on the con- 
cave side of the curvature. Whitman (41) states 
that, whether the bone was split or used whole 
and whether it was fresh or boiled, homologous 
or heterogenous, the X-ray showed a heavy 
deposit of bone along the fused area in all cases. 

The operation of bilateral rib resection pro- 
posed by Hoffa, which was tried and discarded 
by Ryerson and performed with some success by 
Sauerbruch, has very little to support it. Theo- 
retically, it is supposed to free the vertebral col- 
umn so that correction can be obtained, but 
practically, it involves a good deal of surgery for 
very slight improvement. The same may be 
said of resection of the ribs on the concave side 
and all other rib operations (12). 

In 1900, Chipault reported the results of fixa- 
tion operations. Although he sought to immobi- 
lize the spine with wire, he seemed to realize that 
this method was inadequate and suggested that 
since the deformity is bony, the operative treat- 
ment should attack the bone itself. Thirteen 
years later, after methods for bony ankylosis of 
the spine had been brought out by Albee and 
Hibbs, these methods were first used for scoliosis 
by Galloway and Kidner independently. Since 
then, they have been used more and more by 
surgeons in all countries. 
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The Albee méthod (4) has been found to give a 
most satisfactory result. In this operation the 
spinous processes and interspinous ligaments are 
split longitudinally and one-half of each spinous 
process is fractured completely at its base and 
set over a distance which varies according to the 
thickness of the graft to be implanted. A flexible 
probe is bent to conform to the curve of the graft 
bed so formed. With the use of this probe as a 
pattern, a graft of the proper size and shape is 
removed from the tibia with a motor saw and 
inserted into the gutter formed by the halves of 
the spinous processes and their interspinous liga- 
ments. The ligaments and muscles are then drawn 
over the graft with interrupted sutures of kanga- 
roo tendon. A body cast is applied and left on 
for a period of eight weeks. At the end of that 
time the patient is allowed to get out of bed. 
A Knight spinal brace is worn for two months. 
Thereafter, no support is necessary. 

The Hibbs technique consists of subperiosteal 
reflexion of the soft parts from the spinous 
processes and lamina. An arthrodesis of the 
joints between all of the articular facets is done. 
The spinous processes are broken down and chips 
of bone from the laminz and the fragments of the 
spinous processes are placed so as to overlap the 
spaces between the laminz. Following the opera- 
tion the patient is placed in a flat bed for about 
ten days. At the end of that time he is put on a 
Bradford frame for from eight to ten weeks with 
traction on the head and pelvis. Following the 
application of a body cast he is allowed to get up. 
The cast must be worn for from six to nine months. 
At the end of that time a removable brace is 
worn for several months. This period of post- 
operative traction on a Bradford frame is recom- 
mended by most surgeons except Albee. Klein- 
berg (22), Kreuscher (25), and Lowman (26) rec- 
ommend postoperative traction for eight weeks. 
It is interesting to note that, according to Albee 
(4), postoperative immobilization should be con- 
tinued for ten months; according to Hibbs, for 
one and a half years; and according to Kleinberg, 
for two years. 

A survey of the literature during the past six 
years indicates increasing dissatisfaction with the 
results of fusion operations of the spine which do 
not utilize some form of bone graft. Steindler 
(39) states that a very large number of his cases 
in which fusion was done by the Hibbs method 
showed a subsequent break or pseudarthrosis 
formation in the dorsolumbar region. 

Because of these poor results, a number of 
modifications have been proposed in which some 
form of bone graft is used. Moffat (30) sum- 
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marizes the drawbacks of the Hibbs operation as 
follows: 

“tr. A technical difficulty—the dissection must 
be careful lest the inclusion of fibrous tissue pre- 
vent union. As a result, the operation is of long 
duration. 

“9, Severe cases cannot be fused because of the 
overlap on the convex side. 

“2. Mechanical deficiencies: (a) Not sufficient 
deposition of bone before six months. (b) Fusion 
follows the curve of the spine so that the newly 
formed bone may yield to the supra-incumbent 
weight. (c) At each vertebra there are 5 points 
which must fuse. In the Hospital for the Rup- 
tured and Crippled, the majority of cases operated 
showed motion demonstrable on the vertical 
fluoroscope in the fused area.” 

In Moffat’s modification (30) a flap composed of 
periosteum and interspinous ligaments from the 
spinous processes and lamin of the concave side 
is reflected. The spinous process at each pole of 
the incision is cleft and the intervening spinous 
processes are broken down. A straight 3-layer 
graft is taken from the tibia and the periosteal 
flap sutured around this graft. The graft ex- 
tends from the beginning to the end of the curve, 
as does the string on a bow. 

Kreuscher (25) recommends fusion of the entire 
spine. He splits the spinous processes from the 
seventh cervical to the lower lumbar segments. 
Slender segments of graft from 2 to 4 in. long and 
7/16 in. thick are taken from the tibia and over- 
lapped in the cleft spinous processes. A hand 
chisel is employed, as in Kreuscher’s opinion the 
chisel and mallet should not be used inan extensive 
operation on the spine. 

Kleinberg (22) found it dangerous to attempt 
to carry out the details of the Hibbs technique 
on the convex side of the spine as the bones are 
so deformed that it is impossible to reach or 
identify the articulations on this side. He was 
therefore obliged to use some sort of internal 
splint. He states that the bone graft has several 
obvious advantages: 

1. It acts as a strong internal splint which helps 
to maintain the correction while consolidation of 
the vertebrz operated upon is awaited. 

2. It acts asa stimulant to new bone formation. 

3. It is a scaffold upon which new bone is 
deposited. 

However, Kleinberg does not use a tibial bone 
graft in his modification of the Albee technique 
because he finds (23) that it takes him twenty 
minutes to remove the graft from the leg. He 
uses boiled beef bone previously cut to the proper 
size and shape. Chipping of the spinous processes 
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into fan-shaped fragments destroys firm anchor- 
age for the internal splint, and fragmentation of the 
beef bone in about six or seven months further 
decreases its immobilizing power. Kleinberg 
later (24) modified his technique, making it 
similar to the Albee method except that he sub- 
stituted beef bone for tibial bone. 

Lowman (20) fuses the spine by denuding the 
periosteum and musculature from the concave 
side and placing a tibial graft in this bed. 

Steele (38) recommends a change in position 
of the fifth lumbar vertebra as a method of cor- 
recting a low spinal curve. The lateral articula- 
tions of this vertebra, on the concave side, are 
freed of cartilage and the body is lifted upward 
and backward with a periosteal elevator. A 
wedge of beef bone ', in. thick is placed between 
the articular facets of the fourth and fifth lumbar 
vertebra and a wedge 3¢ in. thick is placed be- 
tween the articular facets of the fifth lumbar ver- 
tebra and the sacrum. The lower spine is then 
fused. No mention is made of the results of 
this method of treatment. 

Compere (9) and von Lakum and Smith (40) 
have tried excision of hemivertebra for the cor- 
rection of scoliosis. Von Lakum and Smith 
attempted it in 10 cases. One patient died of 
shock. In 2, the scoliosis was corrected to a 
point where the spine was straight. In the others, 
the condition was either not improved or was 
made worse. Compere reported 2 cases, but as 
the patients were still wearing a postoperative 
plaster support the end-result could not be 
determined. 

Lowman (27) devised a method of strengthen- 
ing the abdominal wall in paralytic scoliosis. He 
introduces fascial strip transplants either sub- 
cutaneously or into the rectus sheath. These strips 
are embedded in a radiating direction from the 
umbilicus and fastened to the costal border of 
the bony pelvis. Lowman states that in all 12 
cases thus treated the results were encouraging. 


COMMENT 


It is possible, from a careful study of the litera- 
ture, to form an opinion as to the trend in the 
treatment of scoliosis. The preferred treatment 
seems to be exercise for the mild cases and con- 
tinuous traction on a Bradford frame or a flat 
bed for the more severe cases and all pre-operative 
cases. Treatment by plaster jackets or derota- 
tion apparatus seems to have fallen into disfavor. 
It is evident that some form of operative treat- 
ment is thought necessary for all cases which can- 
not be easily controlled by exercise. Widespread 
dissatisfaction with the results of fusion opera- 


tions which do not utilize some form of internal 
splint is shown by the large number of new pro- 
cedures reported, most of which are modifica- 
tions of the original Albee technique. Many of 
them are mechanically unsound because either 
the firm anchorage of the graft is destroyed or the 
internal splint itself is composed of a substance 
which soon disintegrates. Operations for the 
excision of hemivertebre or the wedging of 
articular facets of hemivertebre have not been 
followed by sufficiently good results to recom- 
mend them. Strengthening of the abdominal 
wall with fascial strips may become a valuable 
procedure in certain cases. 
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Le Fort, R., and Moreau, J.: Circumscribed Osteo- 
porosis of the Skull (Ostéoporose circonscrite du 
crane). rch. franco-belge de chir., 1933-34, XXXiV, 7. 

Che author reports two cases of circumscribed 
osteoporosis, a rare and little understood disease 
which must be distinguished from pituitary dysosto- 
sis. Both of these diseases were first described as 
clinical entities by Schueller. 

rhe author’s first patient was a man forty-one 
years of age who was in good general health. Except 
for the bony changes, the findings of physical exam- 
ination were negative. The history of the condition 
went back many years. At the age of fourteen the 
patient was knocked down by a pitched ball which 
struck him over the upper jaw on the left side. In 
1918, a painless swelling of the left upper jaw was 
noted, and from this time there was a gradual loss of 
teeth on that side. The last tooth was removed in 
1927. The patient was referred to the authors by a 
dentist who suspected sarcoma. 

Examination revealed a diffuse hyperostosis of 
the upper jaw which was most marked at the site of 
the left canine fossa. The overlying mucous mem- 
brane showed many injected vessels. The lower two- 
thirds of the maxillary antrum was obliterated. By 
1932, the swelling of the jaw had definitely increased 
and areas of rarefaction had become evident in the 
mandibles and especially in the frontoparietal re- 
gions. The rarefied areas were situated 4 cm. above 
the supra-orbital ridges and extended into the tem- 
poral bones posteriorly to a line on a level with the 
sella turcica. There were also minute perforations of 
the frontal bones. The sella was small and thick 
walled. The posterior clinoid process was particu- 
larly hypertrophied. Roentgenograms of the pelvis 
and femora showed the picture of Paget’s disease. 

Intensive radiotherapy resulted in a definite ame- 
lioration of the cranial lesions. 

The second patient presented patches of rarefac- 
tion in the skull and paraplegia. For a long time the 
paraplegia was believed to be due to Pott’s disease. 
Roentgenograms of the spine showed a fusiform 
swelling of the third and fourth dorsal vertebra. A 
diagnosis of Paget’s disease of the spine was made. 
Operation revealed a vascular bony mass. 

The general features of circumscribed osteoporosis 
may be summarized as follows: 

The roentgen changes consist of a vast zone of de- 
calfication which either encircles the skull just above 
the base or is confined to the vertex. The transpar- 
ency of the region involved is complete and uniform. 
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The boundaries are sharp, but often scalloped. In 
contrast to the X-ray appearances, the bone is firm 
and entirely normal to palpation. The other bones 
of the skeleton are either normal or show the roent- 
gen picture of Paget’s disease. 

Symptoms may be entirely absent, but in some 
cases persistent headache, convulsions, nausea, vom- 
iting, and mental symptoms have occurred. The 
laboratory findings, including the blood calcium, are 
normal. 

Little is known regarding the histological changes 
in the affected bones. In a case reported by Cush- 
ing, biopsy showed the lesions to be a combination of 
proliferation and disintegration and a diagnosis of 
atypical Paget’s disease was made. 

The only treatment employed to date has been X- 
ray therapy. The results have been encouraging. 

The condition in the authors’ first case appeared 
to be a combination of leontiasis ossea, Paget’s dis- 
ease, and circumscribed osteoporosis. The associa- 
tion of these conditions was reported by Laserre in 
1931, Beck in 1907, Parry in 1912, Jefferson in 1915, 
and Hamberger and Nachlars in 1926. Hamberger 
and Nachlars concluded that leontiasis ossea is 
merely a form of Paget’s disease, and LeFort and 
Moreau are of the same opinion. 

ALBERT F, DE Groat, M.D. 


Lauwers, E.: Two Cases of Thrombophlebitis of the 
Cavernous Sinus Treated by Drainage (Deux 
observations de thrombo-phlébite du sinus caver- 
neux traitées par drainage). Bull. et mém. Soc. nat. 
de chir., 1934, |x, 39. 


Up to the present time only twenty-two cases of 
sinus thrombosis have been cured by operation. 
Most surgeons have limited their treatment to evacu- 
ation of the initial focus of infection, trusting to the 
natural defenses of the body to eliminate the lesion 
of the sinus. A more logical treatment is drainage of 
the sinus and immobilization by ligation of the inter- 
nal carotid artery. The latter procedure was first 
employed by Brunner, who obtained a cure thereby. 
Ligation of the internal carotid is feasible only in 
the cases of patients who are free from arteriosclero- 
sis. Normally, the collateral circulation is quite ade- 
quate, but ligation of the common carotid carries less 
risk. 

The orbital route of approach to the sinus was sug- 
gested by the elder Bircher. It gives a wide exposure 
and is the best approach when the sight of the eye 
has been lost. Unfortunately the operation is muti- 
lating. In a case reported by Christophe, the pa- 
tient’s life was saved by temporary resection of the 
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external wall of the orbit (Kroelein’s operation). 
Lauwers prefers Franke’s operation. 

The first of the two cases reported by Lauwers 
was that of a boy fifteen years old who presented the 
typical symptoms and signs of unilateral cavernous 
sinus thrombosis. The origin of the infection was 
not apparent. Examination revealed slight papil- 
loedema, fixation of the bulb, and chemosis of the 
right eye. Under local anesthesia, the right common 
carotid artery was exposed and twisted. Then, un- 
der general anesthesia, an incision was made along 
the superolateral border of the orbit and extended 
posteriorly the length of the zygomatic arch. The 
arch was sectioned in the middle. The periosteum 
being elevated along the line of incision, the frontal 
attachment of the malar bone was sectioned with an 
osteotome directed downward and inward as far as 
the inferior orbital fissure. The maxillary attach- 
ment of the malar bone was sectioned with a Gigli 
saw and the resulting osteoplastic flap reflected 
downward on the pedicle formed by the masseter 
muscle. The periosteal lining of the orbit was de- 
tached and the orbital contents were displaced me- 
dially. The inferior ophthalmic vein being exposed 
at the point where it entered the inferior orbital fis- 
sure, it was incised and a drain placed at the opening. 
The bony flap was then replaced and the wound su- 
tured. The patient recovered uneventfully and left 
the hospital one month later. Vision of both eyes 
was normal. 

The second case was that of an adult male. The 
operation was the same as that performed in the 
first case, but was unsuccessful. The involvement of 
the sinus was secondary to an extensive carbuncle of 
the face, and meningitis had already begun. 

ALBERT F, DeGroat, M.D. 


Kaplan, I. I.: Sarcoma of the Cheek Following 
Tricho X-Ray Treatment for Hair on the Face. 
Report of a Case. J. Am. M. Ass., 1934, Cii, 595. 


Since the discovery of the X-rays many biological 
reactions have been caused by this form of energy. 
Unfavorable reactions were first reported by Mar- 
ceuse in 1896. X-ray dermatitis was described in de- 
tail by Kienbock in 1900. It was found that when 
the X-rays were properly employed they produced 
epilation without a destructive effect on the skin. 
However, MacKee has warned against their care- 
less use for this purpose because careful observers 
have learned that overexposure or often repeated ex- 
posure of the skin to the X-rays produces a thicken- 
ing of the skin with telangiectasis, keratosis, and at 
times ulcerative necrosis and malignant changes in 
the skin and adjacent tissues. These changes may 
appear many months or years after the first applica- 
tion of the rays. 

Until recently, the lack of governmental restric- 
tion of the use of X-ray apparatus made it possible for 
beauty specialists to employ the X-rays in the treat- 
ment of hirsuties facialis. 

In the case reported by the author definite malig- 
nant degeneration of the skin and subjacent tissues 
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occurred eight and a half years after X-ray treat- 
ment by the Tricho method advertised by a beauty 
parlor to remove hair. The patient, a woman 
twenty-eight years of age, was examined at the New 
York City Cancer Institute. In 1926 she had 
twenty roentgen treatments to each side of the face 
at biweekly intervals. Later she noticed some red- 
dening and whitening of the cheeks. In 1931, a 
growth began to develop on the right cheek. In 
1933, examination revealed marked telangiectasis 
and scarring of both sides of the face, the upper lip, 
and the chin. On the right cheek there was an irregu- 
lar strawberry red tumor mass measuring t by 2 in. 
which was covered by a dirty scab. The mass was 
firmly splinted to the underlying structures of the 
cheek. Treatment with radium caused no improve- 
ment. A month later the entire lesion was removed 
by operation. Pathological examination of the mass 
showed it to be a spindle-cell sarcoma. At the pres- 
ent time the wound is still incompletely healed. 

The malignant changes occurring in most X-ray 
burns are of the carcinomatous type. The case re- 
ported in this article is the first case of sarcomatous 
tumor the author has seen at the Institute. 

In conclusion Kaplan warns against the use of ir- 
radiation by persons without proper training. Re- 
moval of hair by the X-rays is associated with dan- 
ger because destructive lesions of the skin may occur 
many months or years later. 

J. Epwin Krrxpartrick, M.D. 


EYE 


Bergmann, M. B.: The Relationships Between 
Ophthalmology and Obstetrics. Am. J. Ophth., 
1934, XVii, 141. 

The relationships between ophthalmology and 
obstetrics are considered with reference to the differ- 
ent phases of pregnancy and parturition and the 
more common conditions of the newborn. 

The proposed tests for the diagnosis of pregnancy 
are of little value at present. White estimates that 
at least go per cent of women have some objective or 
subjective ocular symptoms during pregnancy. 

Subjective complaints such as blurred vision, 
headache, diplopia, and night blindness are a partial 
index of the patient’s condition. The general im- 
pairment of nutrition results in such conditions as 
sties, blepharitis, keratoconus, phlyctenulosis, re- 
fractive changes, and relaxation of either the ex- 
trinsic muscles or the muscles of accommodation. 
Graef emphasizes the influence of emotional dis- 
turbances and hysteria, which includes modification 
of the fields of vision and even blindness, but warns 
that the symptoms may be due to unrecognized 
circulatory or toxic disturbances of low grade. 

The most important findings are albuminuric 
retinitis with or without haemorrhages and exudates, 
optic neuritis, neuroretinitis, retinal and papillary 
oedema, retrobulbar neuritis, and amaurosis. These 
are the ophthalmological guides in the diagnosis and 
management of the toxemias of pregnancy, and 
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constitute the strongest link in the relationships 
between ophthalmology and obstetrics. 

Stander reports two cases of pernicious vomiting 
of pregnancy with hemorrhagic retinitis without 
cedema, exudates, or apparent disease of the retinal 
vessels. In one case the autopsy findings showed 
central necrosis of the liver and the anterior lobe of 
the pituitary gland indicating a toxic basis. In the 
other case the condition terminated by early abor- 
tion with restoration of vision in two weeks. The 
presence of hemorrhagic retinitis is a dangerous sign 
justifying early interruption of pregnancy. Banister 
has pointed out that, while in the simple reflex type, 
and even in the mild toxic forms, there are no 
changes in the fundus, the earliest sign of the severe 
form may be a halo of clouding about the disk due 
to oedema. The albuminuric retinitis occurring in 
toxemic pregnancy tends to clear up after termina- 
tion of the pregnancy and restoration of the kidney 
function. 

The type not associated with nephritis, the so- 
called “‘retinitis gravidarum,” usually clears up with 
little or no change in the fundus. White believes 
that in cases of non-progressive retinitis without 
nephritis the pregnancy may be permitted to go to 
term if the patient is given proper treatment. The 
severe form of albuminuric retinitis with amaurosis 
and eclampsia has a mortality of about 50 per cent. 
The fundus picture is characterized by retinal 
oedema, flame-shaped hemorrhages, exudates with a 
stellate arrangement in the macula, and possibly 
papillary involvement and detachment of the retina. 
It is most common in the last trimester of preg- 
nancy, and more common in multipare than in 
primipare. Termination of the pregnancy is justi- 
fied, and should be effected within thirty-six hours. 
Some ophthalmologists believe that this type of 
retinitis cannot be present more than twelve hours 
without causing permanent damage to vision. 

Fuchs believes that when optic retinitis occurs in 
pregnancy without any other demonstrable cause 
the prognosis is good even though the patient is 
totally blind. Because of the usually short duration 
of the inflammatory nerve changes the prognosis is 
not always unfavorable even when there is a definite 
toxemia. Severe cases accompanied by marked 
toxemia, especially with retinitis, may result in 
marked loss of vision. The terminal result is optic 
atrophy of varying degree. The severe types justify 
termination of the pregnancy. 

Retrobulbar neuritis is usually ushered in by a 
gradual or sudden loss of vision and by central color- 
vision scotomata, with complete absence of positive 
findings in the fundus. The toxins primarily attack 
the orbital portions of the optic nerve. There may 
or may not be other demonstrable signs of toxemia. 
Mild cases may clear up entirely with proper treat- 
ment of the toxemia, including a search for foci of 
infection. In the absence of foci of infection and the 
presence of progressive toxemia accompanied by 
progressive loss of vision, induction of labor is 
necessary to prevent permanent damage to the sight. 


Amaurosis or sudden and complete blindness in 
pregnancy may be the first sign of serious renal dis- 
ease or eclampsia. The truly uremic type is usually 
rapid in onset and presents no abnormal ophthal- 
moscopic picture. There may be accompanying 
symptoms such as vomiting, headache, dyspnoea, 
and convulsions. The pathological condition is a 
transient oedema or circulatory disturbance in the 
cortical visual centers of the occipital lobe produced 
by toxic irritation. Amaurosis may be a complication 
of albuminuric retinitis. When a pregnant woman 
presents the syndrome of sudden blindness with a 
normal papillary reflex, a normal fundus, and the 
toxic symptoms of kidney or liver insufficiency, the 
only rational treatment is immediate termination of 
the pregnancy. 

In rare instances sudden loss of sight may occur as 
the result of bilateral retinal detachment. With the 
termination of the toxemia the end-results are more 
favorable than in detachment of the retina from 
other causes. 

In normal pregnancy there is usually a diminution 
in the light sense. In cases of toxic pregnancy this 
diminution is greater. 

Physiological changes in the pituitary gland are 
usually manifested as concentric or bitemporal field 
contractions which are thought to be the result of 
pressure on the optic chiasm. Mills believes that 90 
per cent of all pregnant women show some symptoms 
of ‘pituitary disturbance. As the symptoms of 
pituitary enlargement or hyperactivity are visual 
disturbances, headaches, vomiting, and abdominal 
pain, they may lead to an erroneous diagnosis of 
toxemia. Therefore, when such symptoms cannot 
be otherwise accounted for, a study of the fundus 
and visual fields may be of decisive aid in the diag- 
nosis. Schaeffer has suggested the use of lumbar 
puncture and the injection of hypertonic solution in 
such cases. 

Except in cases of chronic renal or hepatic disease, 
the occurrence of serious ocular changes does not 
predispose the woman to similar complications in 
subsequent pregnancies. Therefore routine steriliza- 
tion is not justified. 

All of the important symptoms and signs dis- 
cussed may begin also at any time after the onset of 
labor. Their significance during labor is the same as 
during pregnancy. Paralyses of the extrinsic muscles 
may occur during or after labor, and may be asso- 
ciated with involvement of the third, fourth, or sixth 
cranial nerve root. They are commonly the result of 
cerebral hemorrhage due to vascular disease. 

Toxic states in the puerperium may also cause 
ocular symptoms. Retinal hemorrhages may occur 
after delivery in multipare who have had frequent 
deliveries or after severe loss of blood causing 
secondary anemia. In septicemia, suppurative 
panophthalmitis may be caused by the lodgment 
of an infected embolus in the choroidal or retinal 
vessels. 

General weakness or lowered resistance in the 
lactation period often results in sties and relaxation 
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of accommodation, headaches, and diplopia. Optic 
neuritis may result from physiological changes, and 
retrobulbar neuritis from mild toxemia. 

In the newborn, the use of silver nitrate solution 
has reduced the incidence of blindness due to 
ophthalmia neonatorum from 30 to 12 per cent. 
However, infection may occur from contact after 
the preventive instillation. Reactions to silver 
nitrate solution are less likely to occur if the eyes 
are irrigated with boric acid before, and not directly 
after, the use of the silver nitrate. Purulent con- 
junctivitis may be caused by the pneumococcus, 
streptococcus, or colon bacillus. Metastatic pan- 
ophthalmitis is a rare complication of cord infections. 

In instrumental deliveries care must be taken to 
prevent direct trauma to the eyes. Injury to the 
nuclei of the ocular muscles may be caused by 
pressure injuries and hemorrhage and may result in 
ptosis and deviations of the eyes. Occasionally lid 
ptosis appears after spontaneous delivery. It is then 
probably the result of supranuclear changes. In such 
cases are found the phenomena of associated move- 
ment, such as elevation of the ptosed lid when the 
mouth is opened. 

Congenital anomalies of the eyes are numerous. 
All cases of nystagmus in infancy should be thor- 
oughly investigated. Irregular and coarse nystag- 
mus due to lack of proper fixation may occur during 
the first three months without pathological changes. 
In many cases, nystagmus appears some time after 
birth and has a definite pathological background 
such as congenital abnormality of the retina and 
choroid, congenital cataract, corneal opacities, intra- 
ocular or cerebral hemorrhage, or unusual refractive 
errors. 

Strabismus may be due to injury, congenital in- 
sufficiency, or overaction of the extrinsic ocular 
muscles. Many cases of amblyopia ex anopsia are 
seen in children more than eight years of age because 
the mothers had been advised that the child would 
outgrow the condition at the age of seven. Early 
correction of strabismus by refractive or operative 
measures is imperative if useful sight is to be con- 
served or restored. 

Congenital stenosis of one or both lachrymal 
tracts with epiphora is the result of persistence of an 
obstructing mucous membrane at the lower end of 
the nasal duct. Secondary purulent conjunctivitis 
and lachrymal sac infection are frequent. Regular 
expression of the sac may relieve the condition. If it 
fails, a single probing will usually be sufficient. 

Proper ophthalmological study of pregnant women 
with visual disturbances is of great value in the pre- 
vention of severe visual defects and even the loss of 
life. Routine examinations of the fundus at regular 
intervals during pregnancy would lead to early 
recognition of abnormal states. E. S. Pratt, M.D. 


Wilmer, W. H.: Tubercle-Like Nodules of Episclera 
and Eyelids. Am. J. Ophth., 1934, xvii, 99. 


The case reported was that of a woman fifty-six 
years of age who had noted puffiness of the eyelids 
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and a painless swelling over the external ocular mus- 
cles for a period of eighteen months. A diagnosis of 
chronic glaucoma of the right eye had been made. 
The bulbar lesions had been diagnosed as epicleritis. 
Recently, the swellings in the lids and over the mus- 
cles had increased. 

The findings of general physical examination were 
negative except for overweight and marked fatigue. 
Chemical studies of the blood, blood-cell counts, and 
a Wassermann test of the blood were negative. The 
phthalein excretion was 70 per cent. The basal me- 
tabolism rate was —6. The intradermal tuberculin 
test was positive to 1/100 mgm. of old tuberculin. 

The right eye showed swelling of both lids which 
was greatest near the inner canthus. In the left eye 
the swelling was mainly in the medial portion of the 
upper lid. In the right lower lid near the nasal mar- 
gin there was a hard, freely movable lump measur- 
ing 9 by 1omm. This could be pushed back into the 
orbit, but was attached to the periosteum at the 
orbital margin. Two smaller nodules of a similar 
character were present in the right upper lid, and one 
was found in the left upper lid. Over the right in- 
ternal rectus there was a firm nodule the width of 
the muscle, which was elevated from 2 to 3 mm. and 
extended back 12 mm. from the insertion of the mus- 
cle. This was of the general yellowish-red color of an 
inflamed pinguecula and was not tender on pressure. 
It seemed to be attached to the tendon and muscle 
sheath. Similar nodules were present over the right 
external rectus and the left superior rectus. The 
sclera and conjunctiva were not involved. Vision 
with refractive correction was 6/6. The visual fields 
were practically normal. Blind spots for colors were 
enlarged, and the light sense was reduced. 

On slit-lamp examination of the right eve the cor- 
nea showed a Staehli’s line horizontal at the lower 
pupillary margin, with a rounded opacity at each 
end, in the deeper layers of the epithelial cells. The 
aqueous ray was normal. Depigmentation of the 
pupillary border, clumps of pigment on the iris, and 
one well-defined Koeppe nodule on the nasal side of 
the pupillary margin were found. There were a few 
pigment granules and some slight remains of exuda- 
tion on the anterior lens capsule. The lens itself was 
clear, and there were no synechiz. In the left eye 
there were slight epithelial opacities of the cornea 
and slight depigmentation of the pupillary border. 
The aqueous ray was normal and the lens was clear. 
Over the nodules on the right internal and external 
recti at the point of insertion of the tendons there 
were three or four small collections of fluid. 

On ophthalmoscopic examination the left eye was 
found normal. The right eye showed faint vitreous 
opacities but normal fundi. 

The intra-ocular tension (Schiotz) was 25.3 
mm. Hg in the right eye and 18.6 mm. Hg. in the left 
eye. 

Examination of a piece of the growth over the 
right internal rectus showed epithelioid cells, numer- 
ous giant cells, and a surrounding lymphocytosis in- 
dicating tuberculosis. 
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Under treatment with thyroid and tuberculin the 
lassitude ceased and all of the nodules on the muscles 
and eyelids except one disappeared. The persisting 
nodule was removed and found to be similar to the 
first specimen but contained also areas of caseation. 
The tonometer showed the tension in the right eye 
to be 17.2 mm. Hg. and that in the left eye 17 mm. 
Hg. Four months after the patient was first seen 
there was no recurrence of the nodules. No bacilli 
were found in the specimens, and animal inocula- 
tions were negative. The glaucoma was controlled 
by pilocarpine, and the intra-ocular tension re- 
mained normal. 

It was necessary to differentiate the condition in 
this case from ordinary episcleritis, nodular scleritis, 
beginning gelatinous (brawny) scleritis, lymphoma, 
and Boeck’s sarcoid of the conjunctiva and eyelids. 
The author discusses the differential diagnosis. 

In conclusion Wilmer states that the similarity of 
tubercles and sarcoids suggests a related causation. 
In the case reported the origin of the ocular lesions 
seemed to be a tracheobronchial infection transmitted 
through the blood stream. The local tuberculous 
process was such as would be expected in a case of 
high resistance, low allergy, and few and avirulent 
bacteria. The treatment indicated is attention to the 
general health, the use of tuberculin, and surgical 
removal of the larger growths. In some cases radio- 
therapy may also be necessary. E.S. Piatt, M.D. 


Goldstein, I.: Recession of the Levator Muscle for 
Lagophthalmos in Exophthalmic Goiter. Arch. 
Ophth., 1934, xi, 389. 

In some cases of lagophthalmos there is danger to 
the cornea. Attempts have been made to protect the 
cornea by operation on the lids, by modifying the 
sympathetic nervous supply of the orbital contents, 
and by decompression of the orbit and optic canal. 
The author prefers recession of the levator. He 
reports five cases in which this was done and de- 
scribes the technique of the operation in detail. 

Vircit Wescort, M.D. 


Peter, L. C.: The Treatment of Retinal Detach- 
ment by Walker’s Method of Electrocoagula- 
tion. A Report of Cases. Arch. Ophth., 1934, xi, 
202. 

Electrocoagulation offers a method of treating 
retinal detachment which is less traumatic, less 
tedious, less time-consuming, and more efficient than 
any other method advanced. The use of Walker’s 
needles and electrical unit has been a further refine- 
ment of the technique. While the time that has 
elapsed since the introduction of the newer methods 
has been too brief for full evaluation of these pro- 
cedures, the author concludes from his experience to 
date that the Walker method will eventually be 
preferred because of its simplicity and accuracy. 

Peter reports two cases of retinal detachment 
treated by the Walker method. The visual fields 
before and after operation are shown. A cure was ob- 
tained in both cases. Writtram A. MANN, Jr., M.D. 


EAR 


McKenzie, D.: Erysipelas and the Hamolytic 
Streptococcus in Relation to Otolaryngology. 
J. Laryngol. & Otol., 1934, xlix, 105. 


The present tendency is to regard the hemolytic 
streptococcus as responsible not only for many acute 
ear and nasal sinus infections, but also for epidemic 
and hospital tonsillopharyngitis, erysipelas, the com- 
mon forms of puerperal septicemia, and scarlet 
fever. According to the unitarian view, which is 
supported by clinical experience, erysipelas and 
scarlet fever are both caused by the same strepto- 
coccus. This theory denies specificity to the par- 
ticular strains present in these diseases and suggests 
that each variety represents merely a temporary 
sub-species evolved to suit a particular environ- 
ment. The appearance of erysipelas in hospital 
wards is due either to another case of erysipelas or 
to a streptococcal infection other than erysipelas in 
another person or in the patient himself. Clean 
operative wounds are more liable to become in- 
fected than wounds already septic. 

With regard to prevention the author says, ‘““‘We 
have to combat a ubiquitous and protean organism 
normally present in the upper respiratory tract, 
whose habit ranges from perfect innocence to the 
most deadly virulence; and the change from friend- 
ship or at least neutrality to enmity may take place 
over night.”” However, the exogenous streptococcus 
is most dangerous. Practically, it would seem proper 
to take a culture from all acute conditions of the 
ears, sinuses, and throat and to treat the cases with 
hemolytic streptococci as cases of infection to be 
separated from clean operative cases. Sore throat in 
members of the hospital staff should be regarded 
with particular suspicion unless cultures are negative 
for hemolytic streptococci. Both patients and mem- 
bers of the hospital staff should be warned to report 
a sore throat at once. If cultures are positive, these 
persons should be immediately isolated. With re- 
gard to the prevention of autogenous streptococcal 
infection at operation the author says that in acute 
mastoiditis the extent of the incision and dissection 
should conform to the requirements of the case even 
though another operation may be necessary later. 

WALTER H. Napier, M.D. 


Guggenheim, L. K.: The Cause of Otosclerosis. 
Ontogenesis of the Aural Capsule. Ann. Otol., 
Rhinol. & Laryngol., 1933, xlii, 1171. 

The author states that ossification begins in the 
aural capsule at or just before the sixteenth week. 
As in case of flat membrane bones and long cartilage 
bones, the appearance of bone in the capsule of the 
ear occurs in certain definite centers which later 
fuse. The first center of ossification appears in the 
outer part of the capsule on the beginning of the 
first turn of the cochlea just anteroventral and 
medial to the round window. The area around the 
stapedial footplate, particularly the part anterior 
to the stapes, is among the last areas to ossify. 
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The cartilage model of the aural capsule is sur- 
rounded by perichondrium differentiated from 
mesenchyma. ‘The perichondrium has two layers— 
an outer fibrous layer and an inner cellular layer of 
chondroblasts. Growth of cartilage occurs by 
mitotic division of cells in the chondrogenic portion 
of the perichondrium and by mitotic or amitotic 
division of cells in the lacune. Cartilage regenera- 
tion may occur from the perichondrium, from carti- 
lage cells, or by metaplasia of adjacent connective 
tissue cells. When cartilage cells enlarge they pro- 
duce the enzyme, phosphatase, which probably plays 
a role in calcification. The physical nature of carti- 
lage matrix is such that it invites the deposit of 
calcium salts from the solutions in which they are 
found in the body. 

The first changes in a center of ossification (about 
the fourth fetal month) are enlargement of the carti- 
lage lacune and shrinkage of the cartilage cells. 
Vacuole formation and disappearance of mito- 
chondria may be noted. It is evident that at this 
stage some calcium has already been deposited, 
as when the cartilage is cut a gritty sensation is 
noted. Soon, ruptures appear in the perichondrium. 
New thin-walled vessels are formed in the peri- 
chondrium (single layer of endothelium). These 
vessels, accompanied by osteogenic cells and his- 
tiocytes, enter the cartilage model through the peri- 
chondrial ruptures. The deposit of calcium in the 
matrix is due to the physicochemical properties of 
the matrix plus the presence of phosphatase se- 
creted by the bone and cartilage cells. Phosphatase 
is not present in cartilage until a center of ossifica- 
tion appears. 

The last portion of the aural capsule to ossify is 
the oval window region, particularly the area an- 
terior to the footplate. This region, known as 
“Cozzolino’s zone,” is the site of entrance into the 
tympanum of a passageway from the vestibule, the 
fissura ante fenestram. 

By the end of two and a half months the aural 
capsule has become cartilaginous except at the sites 
of the oval and round windows, the internal meatus, 
and the cochlear aqueduct. Over the windows there 
are mesenchymal curtains. The round window cur- 
tain differentiates into fibroblasts and then into 
connective tissue, and finally becomes the mem- 
brana tympani secundaria. In the case of the oval 
window curtain the process is more complicated. 
The stapedial ring is in apposition to the oval 
window curtain which is composed of mesenchyme 
cells. At this stage the oval window is membrane 
covered. James C. BrAswett, M.D. 


Norrie, F. H. B.: Notes on Diathermy in Ear, Nose, 
— Throat Disease. J. Laryngol. & Otol., 1934, 
xix, 73. 


The author has found many more uses for dia- 
thermy in otolaryngological conditions than are 
commonly recognized. They range from the simple 
removal of synechia to the treatment of attic sup- 
purations. An opening can be made in the antrum 
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through either the middle or the inferior meatus 
and the sphenoid and nasofrontal duct both treated 
by diathermy. Polyps of the nose or ear can be 
destroyed with diathermy very readily. Diathermy 
has yielded especially satisfactory results in chronic 
attic suppuration. Under general anesthesia the 
outer wall is removed by coagulation or desiccation 
and the pathological process within is destroyed. In 
mastoiditis, Norrie finds the use of diathermy much 
to be preferred to a radical mastoid operation as it 
yields a high percentage of cures with conservation 
of hearing. Joun F. Deru, M.D. 


Fine, A.: A Consideration of the Recurrent Mas- 
toid. Laryngoscope, 1934, xliv, 95. 

The author does not accept the theory that in- 
complete operation is the chief cause of recurrent 
mastoiditis. He believes that the essential factor is 
the development of another acute infection favored 
by mastoid susceptibility, adjoining foci of infec- 
tion, constitutional infirmity, and faulty operative 
technique. In discussing the operative technique he 
strongly advises against manipulation within the 
antrum in an attempt to enlarge its bony opening 
as this destroys the mucous membrane which, after 
subsidence of the infection, returns to normal and 
constitutes the most effective barrier to re-infection. 

In cases of impending recurrence, the treatment 
should include early myringotomy. When opera- 
tion becomes necessary, the surgeon should thor- 
oughly explore the operative field, taking care of in- 
fected areas as they present themselves, and should 
be prepared to do a radical mastoidectomy if 
necessary. James C. BrasweE tt, M.D. 


MOUTH 


Fischer, W.: Tumors of the Oral Cavity (Einiges 
ueber Geschwuelste der Mundhoehle). Arch. Chir. 
Oris, 1932, i, 503. 


The purpose of this article from the Bologna 
Dental Clinic is to discuss tumors presenting 
difficulties in clinical and histological diagnosis 
mainly because of their rarity. 

Lip. In 25 per cent of all cases, carcinoma of the 
lip develops from a leucoplakia. A fifth of all cases 
of carcinoma of the lip are those of syphilitics. The 
mixed tumors which are frequently regarded with 
suspicion are benign. 

Tongue. Leucoplakia is the primary condition in 
33 per cent of the cases, and a history of syphilis is 
given in 27 per cent of the cases of carcinoma of the 
tongue. Frequently, ulcerated angiomata are er- 
roneously diagnosed as malignant. The histological 
diagnosis of tuberculous ulcers presents no difficul- 
ties. The myoblastomyoma is benign. The typical 
horny wart of the tongue is histologically as well as 
clinically benign. Carcinomata with the structure 
of a basal-cell tumor are rare. 

Mucous membrane of the cheek. Old deposits of 
blood pigment in chronically inflamed tissues are 
frequently diagnosed as malignant melanomata, but 
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the correct diagnosis can be made by histological 
examination. Calcified epithelioma is rare. 

Gums. Mixed tumors which vary markedly in 
structure are often described by different names and 
have been clinically and histologically misinter- 
preted. To these belong the cylindromata, endo- 
theliomata, tumors of the craniopharyngeal canal, 
and the genetically as well as clinically little known 
plasmocytomata. 

Tonsils and nasopharynx. The diagnosis of 
tonsillar tumors is difficult and cannot be made 
without a knowledge of the blood picture. To these 
belong the lympho-epithelial tumors which appear 
also in the nasopharynx and clinically and histolog- 
ically resemble carcinomata. Less common are 
round-cell sarcomata. Mixed tumors of the tonsils 
are rare. A knowledge of the recently more closely 
studied sarcomata of the reticular cells of the 
lymphatic apparatus is important. 

Salivary glands. From 8o to 90 per cent of tumors 
of the salivary glands are mixed tumors. Sarcomata 
of these glands are rare. True carcinomata can be 
recognized on _ histological examination without 
much difficulty. In children, extensive angiomata 
occur, which are often clinically suggestive of ma- 
lignant sarcomata. 

Jaws. Carcinomata arising from the antrum of 
Highmore are of great importance. Sarcomata of 
the jaws are rare. Adamantinomata and odontomata 
are other tumors occurring in the jaws. 

The article contains numerous photomicrographs. 
GERLACH (Z). 


Martin, C. L.: Carcinoma of the Lip and Mouth. 
Radiology, 1934, Xxii, 136. 

Carcinomata of the lip, mouth, and pharynx are, 
with few exceptions, of the squamous-cell variety. 
From experimental work and clinical observations 
the following conclusions have been drawn: 

1. From six to twelve erythema doses of irradia- 
tion are necessary for the cure of squamous-cell 
carcinoma. 

2. Recovery is more rapid and the surrounding 
normal tissues show a quicker return to normal when 
the treatment is administered over a prolonged 
period of usually from seven to fourteen days. 

3. Short wave lengths obtained by heavy filtra- 
tion lessen the injury to the surrounding normal 
tissues, but are not essential in the treatment of 
superficial lesions of the lip. 

4. Anattempt should always be made to produce 
a cure with the first series of treatments as a second 
attempt is always less successful and may have 
injurious effects. 

5. Infection and irritation interfere with healing 
and must be eliminated during treatment. 

Carcinoma of the lip is an accessible, easily recog- 
nized lesion which metastasizes very late. In the 
treatment given by the author, one or two erythema 
doses of lightly filtered X-rays generated at a low 
voltage are administered to the lesion and the im- 
mediately adjoining tissues every day or every other 





day until from six to twelve erythema doses have 
been given. A marked reaction occurs, but complete 
healing is usually obtained in from six to eight weeks. 
As, particularly in small lesions, the best cosmetic 
results cannot be obtained, when tissue is removed 
and as the removal of tissue may favor metastasis, 
the author usually omits biopsy in cases of lip 
lesions. Rapid appearance of the tumor under treat- 
ment is in itself a valuable diagnostic test as benign 
lesions do not usually show this response. 

In cases of lip lesions previously subjected to a 
long series of ineffective X-ray treatments the 
technique described is not used. When there is no 
visible irradiation effect or the reaction is only 
moderate, weak platinum-iridium radium needles 
are implanted under the edges of the tumor for a 
period of seven days. When the treated area shows 
a smoldering treatment reaction which has not 
healed in a reasonable length of time, radical ex- 
cision of the involved region offers the best chance 
of a good result. 

Intra-oral carcinoma is a much more difficult 
problem than carcinoma of the lip because metastases 
of a resistant type occur quite early. No plan of 
treatment has yielded a high percentage of cures, but 
irradiation has become the method of choice in 
hospitals where it is available. When a large mass 
occurs in the cheek it is advisable to sew a row of 
small needles around the edges of the tumor within 
the mouth and insert a series of long needles under 
the growth from an external approach. After the 
implantation is completed in the author’s cases 
roentgenograms are made and the needle patterns 
are studied. If the distribution of the sources of 
radiant energy is not quite what it should be, a re- 
adjustment is made. Perhaps the greatest dis- 
advantage of the use of radon seeds is the fact that 
they cannot be re-adjusted after they have once been 
inserted into the tumor. Another disadvantage is 
the fact that it is rather difficult to place these tiny 
structures with the precision that can be attained in 
the use of needles, the location of which is indicated 
by anchor stitches. 

A rigid system of oral hygiene must be followed. 
In the author’s cases the mouth is washed out fre- 
quently with an antiseptic solution. In addition, the 
involved region is painted at least three times daily 
with a 2 per cent solution of mercurochrome. The 
diet consists for the most part of a liquid, 2,000- 
calorie formula augmented at intervals with small 
amounts of fruit juice. Although codeine is ordered 
for all cases, it is rarely needed after the second or 
third day. Many-_of early workers constructed 
cumbersome lead shiétis.to be worn in the mouth to 
protect the bony structures from the rays. The 
author has found this precaution unnecessary. 

The primary lesions have responded to treatment 
equally well, whatever their histological grading. In 
fact, some of the tumors of Grade 1 have shown as 
rapid regression as any of the others. It is therefore 
the author’s impression that grading is of little value 
except insofar as it indicates the probability of early 
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metastasis or the radiosensitivity of metastases 
which have already been formed. Secondary im- 
plantations should be prevented if possible. 

Tumors located in the mouth and pharynx are as 
a rule quite radiosensitive. Pharyngeal tumors are 
much more sensitive to irradiation than their grading 
indicates. In an effort to produce palliation in cases 
of pharyngeal tumor, the author uses the Coutard 
plan with a filter of 0.75 mm. of copper and rt mm. 
of aluminum, thereby cutting down the total time of 
treatment appreciably. Half an erythema dose is 
given over the same area on the neck daily until from 
ten to twelve such doses have been administered. 

The mechanism by which the regression of car- 
cinoma in a lymph node is brought about seems to be 
quite different from that operating in the primary 
lesion, probably because of the difference in the 
arrangement of the blood supply in the tumor bed. 
Although heavily filtered irradiation delivered in 
large doses causes the enlarged glands to shrink, 
recurrences are the rule. In cases without palpable 
cervical lymph nodes it is the author’s custom to 
administer heavy external irradiation to the neck 
with deep X-rays and radium packs at the same time 
that the primary lesion of the lip is treated. The 
dosage is sufficient to cause a marked desquamation 
of the superficial layers of the skin. If involvement 
of the cervical glands appears later—which is rare in 
cases of cancer of the lip—a block dissection is ad- 
visable. When operable malignant lymph nodes are 
found in the neck at the patient’s first visit, opera- 
tion should be advised. Patients having numerous 
involved glands, glands attached to underlying 
structures, and involved glands on both sides of the 
neck are not considered operable. When, at the time 
of operation, the surgeon believes that he may be 
leaving malignant tissue behind, radon implants or 
small platinum radium needles may be used in the 
suspicious regions. The inoperable cervical nodes 
are an irradiation problem which is not very hopeful. 
The author uses a combination of external and in- 
ternal sources. Long platinum needles containing 
0.6 mgm. of radium per centimeter of active length 
are inserted beneath and well beyond the involved 
nodes at intervals of from 1 to 1.5 cm. and left in 
place for seven days. A 100o-mgm. radium pack with 
the radium placed in platinum capsules with 1-mm. 
walls is then applied to the neck over the involved 
nodes at a distance of 2 cm. from the skin and left 
in place for thirty-six hours. In addition, both sides 
of the neck from the upper jaw to the clavicles are 
given an erythema dose of X-ray irradiation gener- 
ated at 200 kv. and filtered through 0.75 mm. of 
copper and 1 mm. of aluminum at a so-cm. target- 
skin distance. Josern K. Narat, M.D. 


PHARYNX 


Allan, W. B.: Nasopharyngeal Fibroma. 
Otolaryngol., 1934, xix, 216. 


Arch. 


The author states that the nasopharyngeal fibroma 
is an extremely vascular tumor found most fre- 





quently in adolescent boys. It is composed chiefly of 
connective tissue, and its many blood vessels are 
almost or entirely devoid of a contractile coat. Its 
origin is connective tissue in the vault of the pharynx 
and the posterior nasal space. Profuse hemorrhage 
may result from sloughing or trauma. In early adult 
life there is evidence of retrogression which may be 
due to a change in blood supply brought about by 
the ossification of the cartilaginous plate between the 
sphenoid and the occipital bone. In New York City 
a nasopharyngeal fibroma is found in only about 1 of 
16,000 patients complaining of disturbances of the 
nose and throat. Tumors of this type are found 
definitely more often in males than in females. They 
may undergo sarcomatous or carcinomatous changes. 

Surgical removal has led to facial deformity and 
loss of life from hemorrhage and shock. 

The implantation of radon seeds into the base of 
the tumor is the treatment of choice. 

James C. BRASWELL, M.D. 


NECK 


Andersen, W. T.: Studies on Blood Sugar and Gly- 
cosuria in Exophthalmic Goiter.  Acia med. 
Scand., 1933, Supp. liv. 

The author bases his conclusions on twenty-seven 
cases of toxic goiter, four of the forme fruste, one of 
exophthalmic goiter with diabetes, and one of 
myxcedema complicated by diabetes and bronchial 
asthma. In addition, he carried out glucose-toler- 
ance tests on eight healthy young adults. 

In the thirty-one cases of exophthalmic goiter he 
ascertained: (1) the frequency of glycosuria; (2) the 
fasting blood-sugar level; (3) the glucose-tolerance; 
and (4) the threshold of sugar elimination. 

In seven of twenty-six cases of exophthalmic goiter 
sugar was found in the twenty-four-hour specimen 
of urine, but in five there was only a trace. A per- 
sistent moderate amount was found in only one. 

Of the four cases of the forme fruste type of goiter 
a trace of sugar was found in the twenty-four-hour 
specimen of urine in only one. In one of these cases 
glycosuria was never found. 

There was no patient with exophthalmic goiter 
whose urine did not show sugar in one or more 
specimens. 

After thyroidectomy, there seemed to be a tend- 
ency toward a diminution of the glycosuria. 

The average fasting blood-sugar levels are close to 
normal in toxic goiter, but in individual cases the 
extreme variations show a tendency to be higher 
and to vary more markedly than in normal persons. 

The glucose-tolerance tests in exophthalmic goiter 
showed the same shift toward higher and more per- 
sistently increased blood-sugar values. In 50 per 
cent of the normal persons the maximum blood- 
sugar value was between 149 and 169 mgm., whereas 
in 50 per cent of the patients with goiter it was be- 
tween 199 and 239 mgm. 

Threshold values, that is, the blood-sugar level 
at which sugar appears in the urine, are probably 
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somewhat lower in exophthalmic goiter than in 
diabetes, and possibly even somewhat lower than 
normal. After thyroidectomy the threshold is 
somewhat raised. 

In the case of exophthalmic goiter complicated by 
diabetes the insulin requirement fell strikingly after 
thyroidectomy. However, when the administration 
of thyroid became necessary the insulin requirement 
rose again. The threshold was higher after thyroid- 
ectomy than before the operation or after the ad- 
ministration of thyroid. 

The patient with myxoedema complicated by dia- 
betes also showed an increase in the threshold value 
and insulin requirement when thyroid was given. 

F. S. Mopern, M.D. 


Jackson, C., and Jackson, C. L.: Chronic Laryngeal 
Stenosis in Children. Surg. Clin. North Am., 1934, 
Kiv, 27. 

The authors report three cases of chronic laryn- 
geal stenosis in children due to improper tracheot- 
omy in which the incision went through the cricoid 
cartilage. The constant wearing of a cannula in con- 
tact with the subglottic tissues, which are prone to 
swell, causes oedema which is eventually replaced by 
fibrosis. Cicatricial contraction may take place even 
to the point of complete obliteration of the lumen by 
stenosis. As the trachea contains no such sensitive 
tissue, stenosis practically never follows a tracheot- 
omy performed properly. 

The great difference between chronic laryngeal 
stenosis in children and adults is due to the fact that 
in children the larynx is not fully developed whereas 
in adults it has already attained its full growth. The 
larynx of a child with stenosis will not grow until it is 
forced to do so by the child’s breathing through it. 
This may be brought about by corking of the trache- 


otomy cannula, a procedure introduced by Jackson 
years ago. The corks are graduated to permit a by- 
passage of air sufficient to supplement the air taken 
in through the larynx. While the corking is being 
carried out, direct laryngoscopic dilatation is done 
two or three times a week. 

Laryngeal stenosis is best prevented by avoidance 
of the so-called high tracheotomy which goes through 
the larynx itself. Tracheotomy is apt to be done 
poorly when it is delayed too long and is then per- 
formed in a hurry, usually by the stabbing method. 
It is performed correctly only when it is done below 
the first ring of the trachea. Jackson’s finger-guided 
operation is both quick and non-mutilating to the 
larynx. In this procedure the front of the neck is 
split open and the index finger of the left hand is used 
to dissect down to the larynx and trachea. The 
trachea is then incised by placing the scalpel along 
the left index finger and the incision made at the 
proper site. 

The first step in the treatment of stenosis is a 
proper low tracheotomy. Dilatations are then 
started and the cannula is gradually corked com- 
pletely. After a test period of three or four months 
the cannula is removed and the fistula allowed to re- 
main. After a year or so the fistula is closed by a 
plastic procedure. Sometimes laryngostomy is re- 
quired. This consists in the formation of an open 
trough which is epithelialized and as soon as an ante- 
rior wall has been constructed by a plastic procedure 
will form an airway from the larynx into the trachea. 
Rubber tubes or plugs of increasing size must be in- 
troduced into the airway to maintain a lumen until 
the airway is properly epithelialized. To obtain a 
cure, these steps must be followed by long-continued 
care of the patient by trained assistants and spe- 
cially trained nurses. Maurice Meyers, M.D. 

















SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dahl-Iverson, E.: The Diagnostic Value, Dangers, 
and Complications of Encephaloventricu- 
lography (Valeur diagnostique, dangers, et com- 
plications de l’encéphaloventriculographie). Lyon 
chir., 1933, XXX, 670. 

The author reviews the literature on the dangers, 
complications, and diagnostic value of encephalog- 
raphy and ventriculography, describes the various 
techniques for these procedures, and emphasizes the 
dangers of employing irritating contrast substances. 

The dangers of ventriculography in cases of cere- 
bral tumor are considered to be sufficient to contra- 
indicate the use of the procedure for localization 
when this can be accomplished by any other means 
or its use merely to confirm a clinical diagnosis. 

The author believes that ventriculography is con- 
tra-indicated in cases of advanced tumor, particu- 
larly those associated with weakness, coma, or 
cardiac or respiratory difficulties. He states that in 
cases with increased tension great care should be 
taken to maintain an even tension throughout the 
procedure. 

Encephalography is contra-indicated in cases in 
which there is a pressure of more than 20 mm. Hg 
in the horizontal position and those in which a lesion 
in the posterior fossa or situated basally in the mid- 
dle fossa is suspected. 

Both procedures are contra-indicated by grave 
arteriosclerosis, infectious fevers, and active pul- 
monary disease. 

In conclusion the author emphasizes that neither 
procedure should be used until all other diagnostic 
aids such as careful neurological examination, 
ophthalmological studies, and ordinary roentgeno- 
graphic examination have failed. 

Harr Haven, M.D. 


Radovici, A., and Meller, O.: Liquidography in 
Man. Attempts at Encephalography by the 
Suboccipital Injection of Thorotrast (La liquid- 
ographie chez homme, essais d’éncéphalographie 
par le thorotrast en injection sous-occipitale). 
Presse méd., Par., 1934, xlii, 153. 


In the belief that encephalography and ventricu- 
lography with the use of air as the contrast medium 
may lead to error in diagnosis, especially in the differ- 
entiation between certain frontal lobe tumors and 
cerebellar neoplasms, the authors experimented with 
the use of thorotrast as a contrast substance in the 
subarachnoid space. They carried out their investi- 
gation on animals and in clinical cases and in this 
article report their clinical and histopathological 
observations. 
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After convincing themselves of the safety of thoro- 
trast (thorium dioxide) given by the intravenous 
route and used for intracranial arteriography, they 
injected small amounts into the subarachnoid spaces 
of animals by the suboccipital route. They were able 
to trace its absorption from the spinal fluid by re 
peated roentgenograms. As long as thirty days after 
the injection the contrast substance was noted in the 
dural network, the arachnoidal prolongations about 
the spinal nerve roots, and the lymphatics about the 
prevertebral ganglia. Some of it remained indefi- 
nitely in the nervous system, encysted in the reticulo- 
endothelial cells of the meninges. Following the 
subarachnoid injection, particles could be found ex- 
tending along the small vessels into the cerebral sub- 
stance but seemed to be arrested after a short 
distance. They were never in the deeper Virchow- 
Robin spaces. 

The technique used by the authors in clinical cases 
was that of cisternal puncture with the removal of 
10 c.cm. of cerebrospinal fluid and its replacement 
with ro c.cm. of thorotrast. It was found that an 
increase in the amount of thorotrast above to c.cm. 
was associated with some risk. After the injection 
the patient was kept in a head-down position for 
fifteen minutes to facilitate diffusion of the contrast 
substance over the hemispheres and into the ven- 
tricles. The day after the injection all of the patients 
had a marked meningeal reaction with headache, 
vomiting, and fever. After roentgenography, the 
authors practiced lumbar puncture in an attempt to 
remove all of the contrast substance possible, but 
found this a rather useless procedure. They state 
that over the course of a few days the patients grad- 
ually adjusted themselves. Ultimately the symp- 
toms were completely relieved and there were no 
permanent ill effects. However, repeated spinal 
punctures were done at the first sign of increased 
intracranial tension during the period of reaction. 

In conclusion the authors state that the thoro- 
trast at present available is not eminently suited for 
subarachnoid injection because of its physical prop- 
erties and the reaction which follows its use. How- 
ever, they believe that further refinements in the 
colloidal preparation itself and in its application may 
be worked out so that the method will become a 
valuable adjunct in the diagnosis of nervous disease. 

HALE HAVEN, M.D. 


Munro, D.: The Diagnosis, Treatment, and Im- 
mediate Prognosis of Cerebral Trauma. An 
Introductory Study of 1,494 Cases. New Eig- 
land J. Med., 1934, ccx, 287. 

This article is a review of 1,494 cases of cranio- 
cerebral injuries treated at the Boston City Hospital 
in a period of four and a half years. Nine hundred 
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and eighty-nine cases were treated on the general 
surgical service and 505, the more serious cases, on 
the neurosurgical service. In the former the general 
mortality was 17.6 per cent and the mortality ex- 
clusive of the deaths occurring within twenty-four 
hours was 5.7 per cent. In the latter these mor- 
tality rates were 15.6 and 9.9 per cent respectively. 

The standard treatment of the usual forms of 
brain injury consisted in measures to combat surgi- 
cal shock followed by a combination of therapeutic 
dehydration and decompression by repeated lumbar 
drainage. In cases of compound fracture the diag- 
nosis was made by palpation, X-ray examination 
often being postponed until the second or third 
week. In cases of suspected extradural haemorrhage 
roentgenograms of the skull may be of value if a 
linear fracture is shown crossing the region of the 
middle meningeal arteries. Bilateral exploratory 
temporal trephination is indicated to eliminate the 
possibility of an undiagnosed subdural or extradural 
hemorrhage or one of the less common types of 
brain injury if the patient does not respond to the 
measures mentioned and toxic dehydration and 
meningitis have been ruled out as the damaging 
factors. 

In the cases treated by lumbar puncture alone the 
mortality was 9 per cent less than in similar cases 
treated without lumbar puncture. In over 1,000 
lumbar punctures for decompression in acute brain 
injuries there were no deaths attributable to the 
procedure. Morphine should never be given when 
increased intracranial pressure is suspected. The 
author believes that increased intracranial pressure 
does not aid in the prevention of bleeding from the 
cerebral vessels. He concludes that therapeutic de- 
hydration is suitable for traumatic oedema of the 
brain, and that in combination with decompression 
by lumbar puncture, it is suitable for traumatic 
contusion and laceration of the brain. 

ROBERT ZOLLINGER, M.D. 


Cox, L. B.: Observations upon the Nature, Rate of 
Growth, and Operability of the Intracranial 
Tumors Derived from 135 Patients. Med. J. 
Australia, 1934, i, 182. 


The author summarizes this article as follows: 

“‘t. The intracranial tumours derived from 135 
patients have been examined and classified accord- 
ing to the modern classification. The percentage in- 
cidence of the various groups is compared with that 
of similar groups encountered elsewhere. 

“‘The frequency of secondary carcinoma as a cause 
of brain tumour in Victoria is commented upon. 
The present rarity of the large gumma and of the iso- 
lated tuberculoma is also noted. 

“2. The histology of the various groups is briefly 
described. It is suggested that certain of the mod- 
ern names, based upon the appearances of embryo- 
genesis, are not applicable. 

“The frequency of undifferentiated glioma types, 
as yet unnamed and unclassified, is commented 
upon. 
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3. The duration of growth of the various tumour 
groups as estimated from the appearance of the first 
clinical sign until the death of the patient or, in the 
case of the survivors, until the time of writing, has 
been investigated. The majority of the tumours con- 
formed in this respect to the results obtained by 
other workers. Attention is, however, drawn to a 
type of cerebellar medulloblastoma of much slower 
growth than is usually recognized. 

“The rapid course of many of the astrocytomata 
arising in the cerebral hemispheres is contrasted with 
the slow course of those encountered in the cerebel- 
lum. 

“4. In reference to age incidence it was found 
that the slowly growing cerebellar medulloblasto- 
mata are by no means confined to early life, while 
several meningeal fibroblastomata were found to 
have arisen in childhood and in young adult life. 

‘“*s. The operability of the various tumours is dis- 
cussed. The generally favourable outlook of sub- 
tentorial tumours is contrasted with unfavourable 
outlook of the tumours encountered above the ten- 
torium. 

“6. Those indications which suggest that a tu- 
mour may be of a type favourable for surgical re- 
moval are briefly mentioned.” 

Leo M. Daviworr, M.D. 


Echlin, F.: Cranial Osteomata and Hyperostoses 
Produced by Meningeal Fibroblastomata. A 
Clinical Pathological Study. Arch. Surg., 1934, 
XXviii, 357. 

Osteomata of the skull are relatively rare tumors 
arising from the pre-osseous tissue on the surface of 
the skull. They occur at an early age and grow 
slowly. They frequently take origin from the frontal 
bones, but may arise also from other bones of the 
skull. They are of two types, the spongy and the 
eburnated. Those of the spongy type usually cause 
an absorption or spongy change of the outer table 
of the skull and become continuous with the diploé. 
With this change the inner table may become thick- 
ened and slightly depressed. However, the depres- 
sion of the inner table is not sufficient to give rise to 
symptoms of intracranial pressure. The bone formed 
is of the young type. Frequently a cap of fairly 
dense bone is formed over the tumor. In the roent- 
genograms the absorption of the outer table of the 
skull is very distinct and some of the tumors show 
a radial spicule formation near the surface. The 
osteomata which occur in elderly persons are usually 
of the dense eburnated type. 

The hyperostoses accompanying meningeal fibro- 
blastomata are bony tumors initiated or stimulated 
by the presence of the underlying meningeal tumor. 
Frequently, and particularly when they become 
very large, they are infiltrated with cells from the 
underlying fibroblastoma. The excess bone forma- 
tion may be in the nature of a stroma formation for 
the tumor cells. These formations, like the oste- 
omata, arise chiefly in the frontal region, but they 
occur at a much later age than the osteomata. In 
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the roentgenograms the tables of the skull are seen 
to be fairly well preserved, but show a haziness and 
increased porosity. Spicules of bone radiate out- 
ward, producing a very characteristic appearance. 
There may also be spicules radiating inward. 

Cranial osteomata and hyperostoses produced by 
meningeal fibroblastomata may be distinguished 
from each other on the basis of the history, the pa- 
tient’s age, the presence or absence of intracranial 
symptoms, and the X-ray findings. They must both 
be differentiated from osteomyelitis, osteogenic 
sarcoma, metastatic tumors, giant-cell tumors, 
osteochondromata, and syphilitic tumors of the 
skull. Joun W. Epton, M.D. 


PERIPHERAL NERVES 


Collin: Delayed Injuries in the Region of the Ulnar 
Nerve Following Injuries of the Elbow or Ar- 
thritis Deformans, with Special Consideration 
of the Compensation Aspect (Spaetschaedigun- 
gen im Gebiete des Nervus ulnaris nach Ellbogen- 
verletzungen bzw. Arthritis deformans mit beson- 
derer Beruecksichtigung der Unfallbegutachtung). 
Arch. f. orthop. Chir., 1933, Xxxiii, 551. 


A diagnosis of delayed injury to the ulnar nerve is 
made when there has been a latent period between 
the trauma and the onset of local or nerve symptoms. 
This latent period usually varies between ten and 
thirty-five years, but there are reports of cases in 
which signs of involvement of the ulnar nerve be- 
came apparent following a latent period as short as 
one year and as long as fifty years. In the majority 
of cases the causative agent is a previous trauma to 
the elbow or arthritis. Other etiological agents are 
the traction of a scar, bursitis, the: presence of a 
sesamoid bone in the internal lateral ligament, puru- 
lent inflammation of the elbow joint, proliferating 
lesions following scarlet fever, and chronic articular 
rheumatism. 

The familiar picture of palsy of the ulnar nerve in 
all of its forms and with all of its sequele is de- 
scribed. 

Ulnar palsy occurs most commonly after injuries 
to the elbow in which there is a supracondylar frac- 
ture of the humerus, but may occur also after luxa- 
tion, fracture of the medial epicondyle, or dislocation 
and fracture of the coronoid process. The late in- 
jury is caused by deformity of the joint brought 
about by callus formation which in turn leads to 
cubitus valgus. In practically all cases the nerve is 
‘ound thickened above and in the ulnar groove, and 
microscopic examination reveals a perineuritis and 
an interstitial neuritis with degeneration of the ap- 
parently compressed nerve fibers. 

Successful and unsuccessful results have followed 
both conservative and operative treatment. In the 
author’s opinion the operation of choice is neurolysis 
or resection of the nerve and its transplantation 
anteriorly. In this operation the nerve is placed in a 
bed of fat beneath the fascia. Plastic operations on 
the tendons for correction of the claw-hand in palsy 
of the ulnar nerve have been unsatisfactory. To 


NERVOUS SYSTEM 19 


improve the results of operation and also for entirely 
conservative treatment of claw-hand, especially con- 
structed splints, bands, and bandages are of value. 

Arthritis deformans is regarded by the author as a 
degenerative disease, a local sign of aging. It occurs 
in joints which are no longer able to meet the de- 
mands for repair required by ordinary use. ‘The 
diagnosis of arthritis deformans can be made only 
when the roentgenogram shows the typical changes 
in the bone and cartilage—atrophy, hypertrophy of 
the periosteum, and resorption of bone. 

Primary arthritis is a generalized disease which 
involves several joints in the absence of a demon- 
strable cause. Secondary arthritis deformans may 
follow any injury to a joint. The presence of second- 
ary arthritis deformans is to be assumed when only 
the traumatized joint presents arthritic changes and 
the other joints are normal. It is then a sequela of 
injury only if the primary joint condition was of 
traumatic origin. When the acute stage is brought 
on by an injury during the course of chronic arthritis 
deformans, only the acute condition is to be regarded 
as due to the injury and as justifying compensation. 

The author reports three illustrative cases of de- 
layed palsy of the ulnar nerve in which the develop- 
ment of the condition permitted the differentiation 
between the primary and secondary types of arthritis 
deformans. Arthritis deformans of the secondary 
type is present when there is a history of trauma to 
the elbow of the palsied arm and only the trauma- 
tized joint shows chronic changes. 

In conclusion the author reports two cases of de- 
layed palsy of the ulnar nerve which resulted after 
many years of the use of compressed air machinery. 
This form of occupational arthritis develops in both 
elbow joints and as it may result in delayed palsy 
of the ulnar nerve, is an injury for which compensa- 
tion should be paid. A. FRAENKEL (Z). 


SYMPATHETIC NERVES 


Libman, E.: Observations on Individual Sensitive- 
ness to Pain. J. Am. M. Ass., 1934, cii, 335. 


Libman discusses individual sensitiveness to pain, 
substitution symptoms, and radiations of pain. Asa 
simple method of gauging sensitiveness to pain, he 
employs the “styloid pressure” test. Briefly, this is 
carried out by first pressing the thumb against the 
tip of the mastoid and then slipping the finger for- 
ward and pushing against the styloid process. 
Pressure on the normal mastoid causes no pain and 
therefore serves as a control. Pressure in the direc- 
tion of the styloid process is painful to some persons 
and not to others. The sensitive point is really not 
the styloid process, but a branch of the auricularis 
magnus nerve. 

According to the response to the test, individuals 
are placed in one of three groups. In the first group 
are those who show no evidence of pain and state 
that they feel no pain. The second{group includes 
those who show little evidence of pain and also those 
who show no evidence of pain, but in response to 
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questioning state that they had slight pain. In the 
third group are those who show evidence of marked 
pain. 

The sensitiveness determined by means of the test 
is regarded as the natural sensitivity. Sensitizing 
and desensitizing factors must also be taken into 
consideration. These may be due to endogenic and 
exogenic influences. All of these influences may have 
a local or a general effect, or both. Endogenic factors 
include worry, fear, anger, fatigue, diversion of 
attention, joy, focal infection, intoxicants, and 
endocrine influences. Among exogenic influences are 
all persons or conditions that affect an individual in 
one way or another, trauma, and meteorological 
changes. 

Desensitization may be purposefully brought 
about in a number of ways, one of which is the use of 
drugs. This may be of aid in physical examinations. 

The hyposensitive patient may have what are 
called “substitution symptoms” instead of pain. 
These are of two types—true substitution symptoms 
and covered symptoms. The former include all 
symptoms that might be considered representative 
of pain, such as burning, pressure, numbness, 
prickling, tingling, pruritus, and ticklishness. Cov- 
ered symptoms are of three kinds: (1) those that 
appear in hyposensitive patients when pain is not 
predominant; (2) symptoms of one focus of the dis- 
ease process which cover those of another focus in 


cases of multiple foci; and (3) symptoms of one dis- 
ease which cover those of another disease present in 
the same case. Of great interest is Libman’s finding 
that contralateral pains, contralateral radiations, 
and inverse radiations are all characteristic of the 
hyposensitive state. 

The author speaks of the great clinical value of 
induced sensitization and induced radiation. When 
a part of the body is pressed on in order to bring out 
tenderness, the mistake is usually made of merely 
inquiring whether or-not pain is felt. It is essential 
to ask also whether any pain is felt and how it 
radiates. In this way, the localization of the site of 
trouble may be made easier. 

With regard to visceral disease, attention is di- 
rected to the frequency of symptoms referable to the 
autonomic nervous system, many of which are 
brought about by reflex mechanisms and many of 
which occur in hyposensitive persons. Instead of 
pain, there may be symptoms due to spasms of the 
cardia, pylorus, ileocecal junction, or sigmoid 
flexure with such manifestations as eructations, 
aerophagia, yawning, and hiccough. 

Summing up, Libman states that the difference 
between the hyposensitive and sensitive patient is 
that in the latter the impulses travel more directly 
into the central nervous system whereas in the 
former they seem to be delayed in the autonomic 
system or linger there. Jacos M. Mora, M.D. 
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CHEST WALL AND BREAST 


Hertzler, A. E.: Chromatophore (Myo-Epithelial) 
Tumors of the Mammary Gland. Arch. Surg., 
1934, XXVili, 307. 

The author designates as “‘ chromatophore tumors” 

a group of globular cancers of the breast which re- 

semble melanomata in their histological structure 

and life history. He reports a case of tumor of this 
type which apparently arose from cells lying beneath 
the surface epithelium of the intracanalicular 
papillations. The case history is supplemented by 
photomicrographs of the primary tumor and re- 
currences. Tumors of this type do not metastasize 
to bone. Hertzler believes that intracanalicular 
fibro-adenomata may give rise to malignant tumors 
of the chromatophore type. However, such tumors 
do not form pigment. J. Frank Dovceuty, M.D. 


Dawson, E. K., and Tod, M. C.: The Prognosis in 
Mammary Carcinoma. Edinburgh M. J.,1934, xli 
61. 


Cure or prolongation of life in cases of carcinoma 
of the breast depends on the possibility of removing, 
killing, or blocking the malignant cells, and this 
possibility depends on the stage the growth has 
reached when the patient presents herself for treat- 
ment. The prognosis is therefore related to the type 
of treatment and to the clinical and histological 
grading of the lesion at the time of operation. 

The scale of clinical grading generally employed 
by the authors is as follows: 

Grade 1. Malignant growth limited to the breast. 
No involvement of the axillary lymph nodes. 

Grade 2. Cases with involvement of the axillary 
lymph nodes. 

Grade 3. Cases with involvement of the axillary 
lymph nodes plus involvement of other lymph nodes, 
the pectoral muscles, or the skin. 

Grade 4. Cases with metastases to the lungs, 
bones, or other parts. 

The authors point out that it is impossible to 
determine the extent of the disease accurately after 
involvement of the axillary lymph nodes has oc- 
curred. Therefore cases of Grades 2, 3, and 4 are 
often clinically indistinguishable, and a good prog- 
nosis can be given only in those of Group tr. 

Various authorities have claimed that, other 
factors being equal, the prognosis can often be deter- 
mined on the basis of the cytological appearance. 
The existence of a differentiated type of cell, 
fibrosis, and lymphocytic infiltration has been con- 
sidered to indicate a good prognosis. The authors 
take the view that the prognosis can be determined 
better by correlating the topographical and cytolog- 
ical features rather than by considering the latter 
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alone. Their method takes into consideration the 
position of the malignant cells in relation to ducts, 
stroma, lymph vessels, and blood vessels, and there- 
fore sheds light on the relationship of structure to the 
type of growth and the stage of spread. 

The relationship of this method of histological 
grading to the clinical grades summarized as follows: 

Grade 1. The earliest stage of malignant growth 
is confined within the tubular glandular structures 
of the breast, regardless of the type of cell. The next 
stage shows rupture of the duct walls and infiltration 
of the periductal tissues. 

Grade 2. This stage shows actual invasion of the 
lymph stream in the breast itself and is almost in- 
variably associated with invasion of the axillary 
nodes. Histological examination of the latter de- 
termines whether or not the growth has reached 
Grade 3. 

Grade 3. This stage is inferred from the histolog- 
ical findings in the breast and axillary tissues. 

The authors’ views with regard to treatment in 
relationship to the prognosis are next discussed. For 
early cases in which the lesion is confined to the 
breast and there is no involvement of the axillary 
lymph nodes, the accepted radical operation con- 
sisting of removal of the breast, both pectoral 
muscles, the axillary contents, and adequate por- 
tions of the deep fascia and skin is recommended. 
Wide removal of the skin is important as sections of 
the entire breast often show carcinomatous spread 
along Cooper’s ligaments in a fan-shaped extension 
from the tumor toward the skin. The use of the 
endothermy knife is advocated not only because it 
seals the blood vessels and lymphatics, but also 
because it saves time and labor and the material 
required for the ligation of small vessels. 

For more advanced cases, postoperative irradia- 
tion is recommended. The use of combined inter- 
stitial and external irradiation as a pre-operative 
measure in addition to postoperative irradiation 
shows considerable promise, but has not been em- 
ployed for a sufficiently long period to establish the 
results conclusively. The use of radium for local 
recurrence in the scar and of X-ray therapy for the 
treatment of distant metastases is recommended. 

In doubtful cases, simple mastectomy followed by 
examination of frozen sections should be performed 
rather than biopsy and a two-stage operation. The 
authors condemn the latter method as they believe 
that examination of a small piece of tissue is often of 
little value since malignant change may be present 
in a portion of the breast that has been left in situ 
when the removed portion is reported negative for 
carcinoma. As most women with carcinoma of the 
breast are past the child-bearing age and the authors 
believe that removal of the breast is not so psycho- 
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logically important as has been claimed, they ad- 
vocate simple mastectomy even if no malignant 
disease is later demonstrated. This, they state, is 
preferable to the risks involved in biopsy if an area 
of malignant change is not found in the section but is 
left in the breast. 

All other factors being equal, the absence or pres- 
ence of invasion of the axillary lymph nodes is of the 
greatest importance on determining the prognosis. 

ArTHuR S. W. Tourorr, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Wolfe, J. J.. Wang, T. T., and Van Allen, C. M.: A 
New Principle of Pulmonary Collapse with 
Production of Extreme Atrophy and Cirrhosis 
of the Lung. An Experimental Study. J. 
Thoracic Surg., 1934, iii, 300. 

The authors report experiments carried out on 
twenty dogs to test, on normal lungs, a new method 
of pulmonary collapse whereby one portion of the 
lung is subjected to very vigorous compression which 
causes such reduction in its size and such cirrhotic 
changes that it is virtually obliterated by the thick- 
ening and shrinkage of its pleura. 

The lobe was enclosed as far as the hilus in a 
loosely fitting envelope of thin rubber and then left 
fully inflated. The foreign body produced an in- 
tense pleural reaction so that fluid accumulated and 
the pleura in contact with the rubber became thick- 
ened and fibrous. The fluid collapsed the lobe and 
soon afterward underwent absorption, while the 
fibrous capsule of the lobe maintained and in- 
creased the collapse by progressively shrinking. 
The envelope relaxed about the lung in folds. Hy- 
peremia and fibroblastic proliferation developed in 
all parts of the parenchyma, and the cirrhosis pro- 
gressed until all respiratory structures except the 
largest bronchi had been replaced by scar tissue. 
These tubes remained intact, although collapsed. 
The shrinkage was so extensive that in a few months 
the lobe was reduced to a very small, firm mass. 
The space left was filled mainly by the neighboring 
hypertrophied lobes and by the heart, hemidia- 
phragm, and chest wall, which were slightlydisplaced. 

The pulmonary compression obtained by this 
method is unique because of its independence of 
mediastinal stability and because of its superior 
forcefulness. Clinically, it should have special ad- 
vantages for the collapse of stiff-walled cavities of 
the lung, and the cirrhosis may prove advantageous 
for limiting and healing non-cavernous lesions. How- 
ever, further study of the parenchymatous changes 
and much refinement of the technique of the method 
will be necessary before the procedure can be applied 
to man. EvizABETH M. CRANSTON 


Kinsella, T. J.: The Future Surgical Status of the 
Collapse Therapy Patient. J. Thoracic Surg., 
1934, lii, 221. 

The small series of cases reviewed in this article 
indicate that necessary surgical procedures may be 


undertaken on patients treated for pulmonary tuber- 
culosis by collapse therapy without undue risk. 
Emergency surgical procedures may be undertaken 
without delay as in the cases of tuberculous patients 
without collapse therapy, but operations of election 
should be postponed until the patient has become 
well accommodated to the collapse and the tubercu- 
losis has become quiescent 

Local infiltration anesthesia is safest, but spinal 
anesthesia has been found of great aid in these cases. 
Spinal anesthesia to the fifth or seventh thoracic 
vertebra has been well tolerated. General anesthe- 
sia has been used successfully, but the author be- 
lieves it should not be employed if either local or 
spinal anesthesia or both combined will suffice. In 
the presence of active tuberculosis of the lungs, gen- 
eral anesthesia is attended by greater risk of reacti- 
vation of the tuberculosis than either local or spinal 
anesthesia as the deep breathing associated with 
general anesthesia adds trauma to the diseased areas 
in the lung. When only light anesthesia is necessary, 
nitrous oxide will suffice, but the diminished respira- 
tory reserve renders cyanosis more frequent. When 
deeper anesthesia is required, ethylene is to be pre- 
ferred. In some cases a little ether will be necessary 
in addition. The use of local anesthesia supple- 
mented by light nitrous oxide or ethylene anesthe- 
sia is to be preferred to the use of deep general 
anesthesia, particularly in cases with secretions in 
the chest. General anesthesia induced with ether 
alone should rarely, if ever, be used. Deep anes- 
thesia of any type induced to the stage at which the 
cough reflex is obliterated or markedly diminished 
should be avoided, particularly if there are secretions 
in the chest. High spinal anesthesia. while not ob- 
literating the cough reflex, paralyzes the muscles 
used in the expulsion of secretions from the chest 
and thereby favors aspiration. The lung must be 
emptied of sputum before operation. 

In general, minor surgical procedures have been 
well tolerated by the author’s patients under col- 
lapse therapy, but in a few instances they have been 
followed by minor disturbances, and on two occa- 
sions, once following tonsillectomy and once follow- 
ing the extraction of a tooth with infection, there 
was a definite exacerbation of the pulmonary tuber- 
culosis. 

Major surgical procedures have also been well tol- 
erated by the majority of tuberculous patients treated 
by pneumothorax, phrenic nerve resection, or thora- 
coplasty. Practically as many of the patients have 
shown improvement of the chest lesions as have de- 
veloped an exacerbation of the tuberculosis. In the 
cases in which resection of the phrenic nerve was 
done the operation was followed by difficulty in ex- 
pectoration. This may predispose to pulmonary 
complications, but such an influence has not yet been 
noted in the author’s cases. In order to prevent the 
trauma of deep breathing on the tuberculous lung, 
postoperative hyperventilation of the lungs has not 
been practiced routinely. Frequent changes of posi- 
tion and active and passive motion of the extremi- 
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ties have been insisted upon, and all patients have 
been required to raise their daily quota of sputum 
after operation. Exacerbation of the pulmonary 
tuberculosis has been no more frequent after surgery 
for tuberculous lesions than after surgery for non- 
tuberculous conditions. 

Howarp A. McKnicat, M.D. 


Emerson, E. B.: Bronchopulmonary Suppuration. 
New England J. Med., 1934, ccx, 365. 

Early tuberculosis may heal under medical and 
hygienic treatment alone, and the signs of bronchiec- 
tasis may be alleviated by conservative measures to 
such a degree that surgery will not be necessary. An 
abscess of the lung may drain and heal spontane- 
ously or under medical, postural, and bronchoscopic 
treatment. 

Bronchiectasis and lung abscess are not infre- 
quently diagnosed as pulmonary tuberculosis. 

The presence of tubercle bacilli in the sputum is 
the only positive proof of tuberculosis of the lung, 
but failure to find tubercle bacilli in the sputum does 
not prove the absence of pulmonary tuberculosis. 

The differential diagnosis between pulmonary tu- 
berculosis, bronchiectasis, and lung abscess may 
require some time. In cases of bronchiectasis and 
lung abscess it is often difficult to determine which 
was the primary disease and which the complication. 
Pulmonary tuberculosis, bronchiectasis, and abscess 
of the lung may co-exist. 

A lower lobe lesion without definite signs of tuber- 
culosis in the upper lobe is almost always non- 
tuberculous. A lesion in the upper lobe may be con- 
sidered tuberculous until it is proved to be of some 
other nature. In obscure cases with a negative spu- 
tum a bronchoscopic examination and a roentgen 
examination with the use of lipiodol should be made 
before the patient is subjected to long and tedious 
observation and treatment. 

The term “bronchopulmonary suppuration”’ is 
employed by the author to include both abscess and 
bronchiectasis as the two conditions tend to cause 
each other and are frequently found together. 

Bronchiectasis is a chronic disease with an insidi- 
ous onset which usually starts in early life without 
obvious cause and at first produces only moderate 
symptoms and little discomfort. A lung abscess is 
relatively acute and often appears to follow some 
obvious cause. In from 25 to 40 per cent of cases it 
follows a recent surgical disease for which operation 
was performed. In some cases it is characterized by 
remission and exacerbations of the symptoms. 

The author reports six cases of bronchopulmonary 
suppuration which were seen in the Rutland State 
Sanatorium of Massachusetts. In three, a cure was 
obtained by pulmonary lobectomy, and in two the 
symptoms were relieved by bronchoscopic aspira- 
tion. One patient was not benefited. In one case, in 
which the cause of the abscess was believed to have 
been pneumonia following influenza eleven years 
previously, a tooth was found in the lung at autopsy. 

G. Paut LaRogvE, M.D. 
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Miller, J. A.: The Pathogenesis of Bronchiectasis. 
J. Thoracic Surg., 1934, iii, 246. 

At birth the lungs consist of a very considerable 
proportion of interstitial tissue traversed by the 
bronchi spreading out fan-wise from the root of the 
lungs and terminating in the buds of the fetal 
bronchial tree which are distended with the first 
breath after birth, forming rather large alveoli in 
comparatively small numbers. As the lung develops 
after birth, new branches are formed in the peripheral 
part of the bronchial tree, and from these branches 
new alveoli are constantly developed. As this 
centrifugal growth continues the original alveoli of 
the infant become the walls of the non-respiratory 
bronchioles of the adult, and the peripheral bronchi- 
oles of the infant become the re-inforced carti- 
laginous bronchi near the roots of the adult lung. 
The infantile lung, therefore, is not a minute copy 
of the adult lung, but corresponds more nearly to 
the structures in the adult which are near the hilum. 

Individual constitutional as well as racial factors 
may determine the rate and manner of this lung 
differentiation. There is a great individual variation 
in the rate at which children grow out of the infantile 
lung period, the time required ranging from three to 
fourteen years. 

The relative extent of the lung involved by dis- 
ease in the early infantile period is markedly 
influenced in the rate and character of the future 
differentiation. 

If at any time during the prenatal period there is 
interference with normal bronchial branching, no 
terminal bud formation occurs. The opening up of 
the lungs at birth will be opposed by bronchioles, the 
walls of which cannot be disrupted and the lining of 
which cannot be shed, and instead of air-space 
formation, bronchial distention will take place. Thus 
bronchiectasis develops into so-called cystic disease 
of the lungs. As a rule, bronchiectases and cysts 
occur alongside each other. 

When the respiratory function of the lungs first 
becomes established at birth, larger or smaller lung 
areas may fail to open and may remain atelectatic. 
Such congenital atelectasis was for many years held 
to be the chief cause of bronchiectases originating in 
very early infant life. There is still dispute regarding 
it. The lower posterior paravertebral parts of the 
lungs, particularly on the left side, are the most com- 
mon sites of atelectasis in infants. 

As life goes on, functional factors come to play an 
increasingly important rdle in the determination of 
the fate of bronchi handicapped in their develop- 
ment or damaged by disease in early life. The rdéle of 
the bronchi in pulmonary function consists mainly 
in bronchomotor activity and collateral respiration. 

The loss of the capacity for spontaneous and 
efficient bronchial contraction and distention and of 
normal inspiratory and expiratory bronchial move- 
ments is associated with loss of the ability of the 
bronchi to empty their contents of normal secretion 
from the bronchial mucous membrane and the large 
amount of foreign matter constantly inhaled. Thus 
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the normal cleansing power of the lung is lost, and 
tissue fluids and secretions accumulate and stagnate 
in the affected air passages. 

English clinicians have been disputing the ques- 
tion as to whether expiratory push or inspiratory 
pressure is the main mechanism distending the 
bronchi. The force chiefly responsible for keeping a 
functionally incapacitated and atrophic bronchus 
open is thoracic suction. 

The quantity of fluid poured into the lungs from 
the blood is estimated to be about 800 c.cm. daily. 
Normally, this is evaporated from the lungs. In 
addition to this fluid a very considerable amount of 
bronchial mucus secretion and a large amount of in- 
haled foreign matter must be taken care of by the 
lungs if the bronchi are to function normally. The 
normal self-cleansing power of the lungs is extraor- 
dinary, but when the bronchi become functionally 
incompetent their lumina are permanently widened 
and their elasticity and movements are markedly 
impaired. These changes are particularly marked in 
the postero-inferior portions of the chest, where the 
tendency of the normal moisture to gravitate is 
greatest. These lower and posterior portions there- 
fore become veritable gutters of the lung, and as they 
are the portions most apt to be affected in develop- 
mental disturbances, the frequency of bronchiectasis 
in these areas is explained. 

It is to be emphasized that clinical bronchiectatic 
disease depends on failure of adequate drainage. 
Bronchial dilatation alone does not as yet constitute 
bronchiectatic disease. 

With failing drainage and the accumulation of 
moisture, inequality of air distribution becomes 
operative in the affected air passages and the lung 
areas they supply. Interference with the normal 
entrance or exit of air results either in emphyse- 
matous distention or collapse and oedematous im- 
bibition in other sections. 

Cough serves to discharge the bronchial contents 
and often, by a forcible inward air movement, may 
re-inflate collapsed lung areas. It may also drive 
the bronchial contents still farther downward. It is 
the greatest force that can arise in the lungs. 

Bronchial function will fail equally if the bronchi 
are unable to discharge their air contents inward 
because of distal obstruction when the corresponding 
lung areas are collapsed and indurated, or outward 
because of proximal bronchial obstruction. 

The abnormal conditions in the bronchi, whether 
caused by developmental factors or by disturbance 
of the functional efficiency of the bronchi, constitute 
the basis for the destructive processes which later 
result in. bronchiectatic disease. These destructive 
influences are due to infection. Two periods of in- 
fection are recognized: (1) the infection of child- 
hood, with characteristic bronchial, pneumonic, and 
interstitial processes, and (2) the period of bronchi- 
ectatic disease with its characteristic destruction of 
the bronchial walls. 

In pulmonary infection in adults a large portion of 
the exudate in the alveoli is absorbed completely 


after subsidence of the inflammation. In pulmonary 
infection in children, the interstitial framework and 
its extensive interlobular and peribronchial tissues 
are more frequently invaded and there is severe in- 
volvement of the lymphatic channels and neighbor- 
ing lymph nodes which blocks lymphatic drainage 
and frequently interferes with the free intake of air 
into the more severely involved bronchi. As such 
conditions resolve with much greater difficulty, pul- 
monary infections in childhood result much more 
frequently in chronic, more or less permanent, pul- 
monary sequele. According to recent studies, the 
types of infection which are most apt to lead to 
chronic changes are the influenzal, the mixed in- 
fluenzal and streptococcic, and the bronchopneu- 
monias associated with measles and pertussis. Adult 
bronchiectatic disease, however, often represents the 
direct sequele of bronchial destruction occurring in 
infancy or childhood. 

There is much evidence indicating that for the 
development of bronchiectasis in adults, bronchial 
destruction in childhood must be supplemented by 
some other condition. Schneider emphasizes that in 
every bronchiectatic lung, however extensive the 
lesions, it is always possible to find adjacent bronchi 
in the purely atrophic state of bronchial dilatation 
and bronchi showing the first phase of the infectious 
pathological lesions, and these early changes are in 
the subepithelial layer of the bronchial wall, under 
the intact mucous membrane. 

The usual causes of bronchial obstruction are 
tuberculous, acute inflammatory, and anthracotic 
enlargement of the tracheobronchial glands, inhaled 
foreign bodies, neoplasms, and aneurism of the 
aorta. After mechanical obstruction, infection be- 
comes particularly damaging and the destructive 
processes go on even more rapidly than in cases 
without obstruction. 

Any of the ordinary pyogenic organisms of re- 
spiratory disease may produce destructive processes 
in the lungs. 

It is well known that persons with chronic in- 
fection of the sinuses, tonsils, or teeth are susceptible 
to recurrent attacks of bronchitis and bronchial 
pneumonia. When such persons have already dam- 
aged or functionally inefficient bronchi, the likeli- 
hood of the development of true bronchiectatic 
disease is greatly increased. 

J. THORNWELL WITHERSPOON, M.D. 


Bowesman, C.: Primary Carcinoma of the Lung. 
Trish J. M. Sc., 1934, No. 98, p. 49. 


A review of the history of primary carcinoma of 
the lung goes back to reports made in 1410 of lung 
disease clinically simulating pulmonary cancer which 
occurred in persons working in the Schneeberg mines 
in Saxony. The first autopsy in a case of “cancerous 
ulcer of the lung”’ was reported by Morgagni in the 
eighteenth century. 

The number of cases of carcinoma of the lung com- 
ing under observation is far greater today than in the 
past. The condition is most frequent at about the 
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fiftieth year of age, and is four and a half times more 
frequent in males than in females. Laborers and 
other outdoor workers are most often affected. The 
Schneeberg mines have been worked since 1410. The 
mine dust contains bismuth, metallic sulphides of 
iron, arsenides of cobalt and nickel, copper, tin, zinc, 
manganese, quartz, and uranium. 

Indidivual factors considered in relation to the 
etiology of cancer of the lung are arsenic, fungi, sili- 
cosis, minerals such as bismuth, nickel, and cobalt, 
the inhalation of particles of any type, any form of 
inflammation of the respiratory tract, the influenza 
epidemics of 1918 and 1922, tuberculosis, syphilis, 
trauma of the lungs, tar fumes (especially from 
tarred roads), and heredity. No definite conclusions 
are drawn by the author with regard to the cause of 
the condition. 

The origin of primary carcinoma of the lung is the 
bronchial system. In 96 per cent of the cases the 
growth occurs at the bifurcation of the trachea. In 
the remaining 4 per cent it is located deep in the lung 
substance. 

The classification suggested by the author is as 
follows: (1) large columnar-cell carcinomata derived 
from superficial cells lining the bronchi; the (2) squa- 
mous-cell carcinomata occurring possibly following 
post-inflammatory metaplasia; (3) adenocarcino- 
mata of the bronchial mucous glands; and (4) small- 
cell or “‘oat-cell’’ growths derived from the basal-cell 
layer. 

In the diagnosis, roentgenography is of great aid, 
especially when its findings are correlated with the 
physical signs and the history. A further aid to diag- 
nosis and to localization of the growth is the endo- 
tracheal injection of lipiodol for the detection of 
bronchial occlusion. 

The use of the bronchoscope is valuable as in early 
cases the diagnosis may be confirmed by broncho- 
scopic biopsy. 

The author reviews the clinical observations in 
eleven cases and reports four cases in detail. 

Treatment is difficult because of the inaccessibility 
of the tumor, the early occurrence of metastasis, the 
easy dissemination of the tumor cells by the arterial 
system, and the biological function of the lung. Ex- 
tirpation by lobectomy is possible in only a limited 
number of cases. The intravenous injection of lead 
selenide has been tried. X-ray irradiation and the 
implantation of radon seeds with the bronchoscope 
may be of value. The prognosis is extremely un- 
favorable. J. Dantet Wittems, M.D. 


Graham, E. A.: The Diagnosis and Treatment of 
Primary Carcinoma of the Bronchus or Lung. 
Am. J. Roentgenol., 1934, Xxxi, 145. 


Primary carcinomata of the lung constitute be- 
tween 5 and 1o per cent of all carcinomata. They 
are therefore comparable to carcinomata of the large 
intestine and other carcinomata which have received 
far more attention. They are probably often over- 
looked even at autopsy because the complicating 
features of pulmonary suppuration may overshadow 
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the carcinoma to such an extent that even the pos- 
sibility of the presence of such a condition may not 
be considered. The origin of primary carcinoma of 
the lung is still under discussion. There is no doubt 
that practically all, if not all, of the neoplasms arise 
in a bronchus. The bronchus which is the site of ori- 
gin is usually one of the primary divisions of a main 
bronchus or at least one containing cartilage in its 
wall. Fried has collected evidence indicating that 
the source of the various cellular types is the undif- 
ferentiated basal cell of the bronchial mucous mem- 
brane which is the cell chiefly concerned in the proc- 
ess of repair of that tissue. He has cast serious doubt 
upon the epithelial nature of the cells lining the pul- 
monary alveoli which he considers to be of mesoblas- 
tic origin. According to his theory, it is impossible 
for a primary carcinoma to originate in the alveolar 
epithelium for the simple reason that there is no such 
tissue. 

These newer ideas are markedly at variance with 
the older theories that some tumors arise from the 
ciliated cylindrical epithelium, some from the mu- 
cous glands, and some from the alveolar epithelium. 
It seems to be well established that certain tumors 
ulcerate rather early and produce either stenosis or 
complete obstruction of the bronchus. These fea- 
tures have important clinical consequences because 
they give rise not only to the presence of blood in the 
sputum, but also to sequele of bronchial stenosis 
such as atelectasis, bronchiectasis, and abscess for- 
mation. On the other hand, a more rare type of tu- 
mor, which has often been regarded as arising in the 
mucous glands, usually grows more diffusely along 
and around the bronchus beneath the mucosa and is 
slower to ulcerate. Bronchial obstruction is said to 
be less frequent in this type. Metastases may occur 
in any organ, and often the initial symptoms and 
signs of importance arise from the metastatic rather 
than from the primary lesion. This is particularly 
the case with metastases to the brain and to the long 
bones. The most frequent sites of metastases are 
the pleure, the lungs, and the mediastinal lymph 
glands. Next in frequency, in the author’s cases, are 
the liver, the genito-urinary system, and the central 
nervous system. The diagnosis of primary carci- 
noma of the bronchus can be made in practically 
every instance if the possibility of the condition is 
considered. There are several features of the clini 
cal history and examination which, when supple- 
mented by the roentgen findings, should arouse at 
least a strong suspicion of its presence. Chief among 
these features are the insidious onset and persistence 
of cough with sputum and pain in the chest in a man 
of middle age or older. If the sputum is blood- 
streaked, the suspicion must be stronger, but in the 
majority of cases it does not contain blood. If, in 
addition to such clinical features, there is a demon- 
strable atelectasis of a lobe of the lung, the probabil- 
ity of a tumor of the bronchus becomes very much 
greater. 

It is not always possible to establish the diagnosis 
of bronchogenic carcinoma by a single bronchoscopic 
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examination; often repeated examinations are neces- 
sary. In many cases other diagnostic methods, such 
as the use of lipiodol which may reveal the presence 
and the site of a bronchial obstruction or the pres- 
ence of an associated bronchiectasis, are helpful. 
The distortion of the whole bronchial tree by the 
tumor may thus be observed. Artificial pneumo- 
thorax is sometimes of great assistance in the roent- 
genological recognition of at least the atelectatic por- 
tion of the lung. If pleural fluid is present, its ex- 
amination by Mandlebaum’s method is often of the 
greatest help, especially if there are pleural metas- 
tases. This method consists in centrifugalizing the 
removed fluid, fixing the sediment in formalin, and 
sectioning and staining it like any other tissue to be 
examined microscopically. 

In the treatment there are only two possibilities. 
One is irradiation with the roentgen rays or radium 
and the other is excision. Opening up a stenosed 
bronchial lumen by the use of the bronchoscope will 
often permit aération of an atelectatic lung and 
thereby result in marked temporary relief of some 
of the symptoms. The author protests against what 
seems to be the rather general belief on the part of 
certain radiologists that a reasonable degree of hope 
of cure of primary bronchial carcinoma is offered by 
radiotherapy. He states that a favorable result can 
be expected only in exceptional cases, if in any. 

Although occasionally an early polypoid carci- 
noma may be successfully removed with the bron- 
choscope, it seems unlikely that much can be ex- 
pected from this treatment because in nearly all 
cases it is impossible to remove the growth com- 
plately. Theoretically, a far more satisfactory 
method of removing the tumor would be wide dis- 
section which would enable the surgeon to get well 
around the growth and at the same time remove the 
lymphatic vessels and glands which are most likely 
to be involved. This can be accomplished only by 
opening the thorax. To date, the literature appar- 
ently reports only six cases in which the patient sur- 
vived surgical removal of the carcinoma for at least 
a year. The author has recently successfully re- 
moved the entire left lung at one stage. He believes 
this was the first case in which an entire lung was 
removed for carcinoma, and also the first in which an 
entire lung was removed successfully in one stage for 
any cause. This operation may have advantages 
over lobectomy for malignant disease, at least in 
certain cases. It permits the surgeon not only to get 
well around the tumor but also to remove the medi- 
astinal lymph glands which receive the drainage 
from the affected lung. Josepn K. Narat, M.D. 


Capua, A.: A Study of the Lymphatics of the 
Pleura, the Lung, and the Pericardium by 
Means of Thorotrast (Sullo studio dei linfatici 
della pleura, del polmone e del pericardio per mezzo 
di thorotrast). Radiol. med., 1934, xxi, 110. 


Capua reports observations made on the thoracic 


and abdominal lymphatics of dogs after the injection 
of thorotrast and in a clinical case in which an endo- 


pleural injection of thorotrast was made. His obser- 
vations may be summarized as follows: 

1. The injection first produced an exudative re- 
action in the pleura. 

2. There was a progressive and uniform opacifica- 
tion of the whole pleura, which could be demon- 
strated by various angles of roentgenographic study 
as an intensely opaque fine line surrounding the lung 
and following the contour of the internal surface of 
the thoracic cavity. In a laterolateral projection the 
line appeared double in the posterior half along the 
diaphragm and in the costodiaphragmatic sulcus be- 
cause of projection of the various lymphatic shadows 
into the same plane. In some places, especially at 
the base, there were denser areas. In a study of the 
opaque pleura in the usual postero-anterior projec- 
tion with the rays centered on the fourth dorsal ver- 
tebra the pleura seemed separated a few millimeters 
from the thoracic wall and at its upper portion, at a 
level corresponding to the external border of the 
apex, it was separated by a few millimeters from the 
inferior margin of the second rib. Between this mar- 
gin and the opaque line there was a faint band of 
opacity, a secondary shadow of the second rib, which 
could not be identified as the opacity of the pleura. 
The different angles of study of the apex (such as the 
caudocranial and craniocaudal) demonstrated clearly 
the relationship of the dome of the pleura to the in- 
ferior border of the first rib. This was visible as a 
fine regular line in both projections, but as the direc- 
tion of the vertical rays was changed the relation of 
the pleura and rib changed also. 

3. There was no diffusion of the opaque medium 
into the thoracic lymphatics which could be demon- 
strated roentgenographically. 

4. There was no roentgenographically demon- 
strable communication with the other (the right) 
pleural cavity. 

5. There was clearly demonstrated a direct com- 
munication with the abdominal lymphatics of the 
same side extending into the lumbar region where a 
large node was seen. 

6. No communication was demonstrable between 
the lymphatics in the cardiac shadow and those of 
the left margin of the heart or great vessels. 

The author believes that such studies of the tho- 
racic and abdominal lymphatics will be of great value 
in determining the course of infections which may 
involve the lymphatics and also of great interest 
from the standpoint of physiology. 

EvuGENE T. Leppy,. M.D. 


CSOPHAGUS AND MEDIASTINUM 


Schatzki, R.: Relief Studies of the Normal and 
Pathologically Changed (Csophagus (Relief- 
studien an der normalen und krankhaften veraen- 
derten Speiseroehre). Acta radiol., 1933, Supp. xviii. 


Internal depressions and elevations of the ceso- 
phageal wall may be visualized with the roentgen 
rays with the aid of a thin layer of contrast substance 
deposited on the wall. The factors which determine 
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the thickness, distribution, and persistence of the 
deposit on the wall are: (1) the consistency of the 
contrast medium, (2) the consistency of the ceso- 
phageal wall, including the degree of “‘stickiness”’ of 
the wall, the tonus and motility of the cesophagus, 
and the form of the inner relief, and (3) the posture 
of the patient. 

The contrast medium recommended by the author 
is a paste-like watery emulsion of barium sulphate. 

The “stickiness” of the mucosa is variable and of 
great importance for relief studies. It depends upon 
the moisture of the surface due to the secretion of the 
cesophageal glands, the swallowed saliva, and the 
effect of the tonus. It may be increased by the sub- 
cutaneous injection of 1 mgm. of atropin. The more 
irregular the interior of the oesophagus the more 
easily is a relief picture obtained. 

The posture of the patient is of secondary impor- 
tance, but in the supine position the deposit of the 
contrast medium on the wall of the cesophagus is 
denser because its passage is slower. In examination 
of the uppermost parts of the cesophagus a more 
marked slowing of the passage of the contrast me- 
dium is obtained by elevating the pelvis. 

To determine the gross condition of the lumen and 
the shape of the cesophagus the patient is given a 
swallow of the fluid contrast emulsion used for gas- 
tric examination in front of the fluoroscope. If 
stenosis is suspected the emulsion should be as thin 
as possible in order to prevent complete occlusion of 
the stenosis. This examination may be made with 
the patient standing, but in the subsequent exami- 
nation with paste the patient should be in the hori- 
zontal position. With the patient in the first oblique 
position, a small swallow of paste is given before the 
fluoroscope and followed down to the stomach with 
a narrow diaphragm. Attention is directed chiefly to 
the tip of the contrast medium. With a constantly 
increasing slit shape of the diaphragmatic opening, 
the part of the cesophagus traversed by the contrast 
medium is seen to become covered by a more or less 
thick deposit. As soon as the contrast medium has 
reached the stomach the patient is turned and the 
cesophagus observed through various diameters. 
With the patient in the second oblique position and 
sagittal diameters, small amounts of paste are ad- 
ministered in order to view the cesophagus with com- 
plete filling. The standing position allows more 
rapid turning of the patient. With the patient in 
this position the deposits are studied more closely. 
The act of swallowing often removes disturbing air 
bubbles and gives information regarding the elas- 
ticity and shape of the cesophagus which may be of 
great importance in the diagnosis of infiltrations of 
the wall and adhesions. When no deposits are ob- 
served, the administration of atropin will often ren- 
der them visible. Pathological changes should be 
roentgenographed for closer study. 

The pathological changes observed with this tech- 
nique include inflammation, diverticula, “ruffling,” 
varicosities, and neoplasms, especially carcinomata. 

Louis NEuwELT, M.D. 
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Turner, G. G., Cleminson, F. J., Monkhouse, J. P., 
Levitt, W. M., and Others: Recent Advances in 
the Treatment of Carcinoma of the M@sophagus 
from the Surgical and Radiological Aspects. 
Proc. Roy. Soc. Med., Lond., 1934, xxvii, 355. 


TURNER has been disappointed with the results of 
radium and X-ray therapy in cancer of the cesoph- 
agus. He states that surgical treatment also is still 
unsatisfactory as many details of the technique are 
still undecided. 

The disease is not always rapidly fatal, the pa- 
tients sometimes surviving in comfort for six months 
or longer after treatment consisting only of gas- 
trostomy. In 1 case death was precipitated nineteen 
months after gastrostomy by perforation by a bougie. 

Even in the worst cases there is a stage at which 
the disease remains localized for a time and therefore 
may be amenable to radical treatment. While in 
one-third of the cases the condition is unusually 
malignant, in two-thirds the difficulties of cure are 
due to the inaccessibility of the lesion. 

In 5 cases in which Turner completed radical re- 
moval of the csophagus there was no evidence of 
dissemination. 

In a case in which Torek removed the growth the 
patient lived comfortably with an external cesoph- 
agus for nearly fourteen years. Turner believes that 
when the technical difficulties of operation have been 
overcome such results may not be infrequent. 

Turner describes his ‘“‘pull-through” method for 
removal of cancer of the thoracic cesophagus. He 
has performed it 3 times. The third case, in which it 
was followed by recovery, is reported in detail. 

The first stage of the operation is a preliminary 
exploration of the abdomen and gastrostomy. 

The second stage, which is performed two weeks 
after the first, consists of the following 4 procedures: 

1. Through a high abdominal incision the left 
lobe of the liver is detached from the diaphragm to 
expose the abdominal portion of the cesophagus. A 
quantity of novocain solution is then injected around 
the lower cesophagus. This facilitates enucleation of 
the cesophagus by distending the cellular space and 
may displace the pleura. The peritoneum over the 
cesophagus is excised, the forefinger introduced into 
the cellular area, and the cesophagus enucleated as 
far upward as possible. The abdominal wound is 
then temporarily closed. 

2. Through an incision above the left clavicle the 
cervical cesophagus is exposed and separated by the 
finger as far downward as possible. It is then ligated 
and divided as low as possible, at least 2 in. above 
the growth. The upper end of the divided cesophagus 
is fixed to the skin and the rest of the neck incision is 
closed. 

3. From the abdomen, gentle traction is made on 
the cesophagus and further separation is carried out 
with the finger. At this point the vagus nerves may 
be divided. After its liberation, the cesophagus is 
ligated and cut at the stomach end, the stump 
turned in with pursestring sutures, and the thoracic 
portion removed from its bed in the mediastinum. 
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4. The liver is sutured into place over the open 
space from which the cesophagus was removed, and 
the abdomen is closed. 

In the case reported the cesophagus was attached 
firmly near the root of the lung and was not com- 
pletely loosened even by strong traction. When the 
cesophagus was finally drawn through into the ab- 
domen, a tear in the right pleura was found and 
there was a rush of air into the cavity. The opening 
was temporarily plugged with gauze. Turner states 
that it was fortunate that he did not collapse the left 
lung before the operation, for with both lungs col- 
lapsed, one deliberately before the operation and the 
other accidentally, the patient might have died on 
the operating table. 

The operation required one hour and forty 
minutes. The patient left the operating room in 
good condition. 

The growth was a localized carcinoma of the con- 
stricting type which had not extended beyond the 
wall of the cesophagus. Convalescence was com- 
plicated by nothing more than a troublesome cough 
and minor troubles which did not interfere with 
recovery. The patient was able to leave the hospital 
on the twenty-third day after the operation. 

The third stage of the operation, the construction 
of a new cesophagus, is the final problem. In the case 
reported the upper part of the new oesophageal tube 
was made from skin over the front of the chest. 

The first stage of the plastic operation was carried 
out about nine weeks after the removal of the 
cesophagus, when the patient was in good general 
condition. The skin tube just below the clavicle at 
the costal margin was made from the skin of the 
chest over a rubber tube the size of a No. 14 catheter. 
At the same time an unsuccessful attempt was made 
to form a satisfactory cone from the stomach to 
suture to the lower end of the skin tube later. Six- 
teen days after this operation an attempt was made 
to connect the cervical end of the cesophagus in the 
neck with the upper end of the skin tube, but the 
wound broke down in a week. 

Somewhat later, the abdomen was opened and a 
loop of jejunum 8 in. long was isolated and after the 
continuity of the bowel had been restored the isolated 
loop of jejunum was united to the posterior surface 
of the stomach by end-to-side suture and the other 
end of the loop, temporarily closed, was brought 
through the lesser sac in front of the stomach and 
out through the upper end of the abdominal in- 
cision, placed in a bed beneath the skin and left 
rectus sheath, and sutured to the skin tube, where it 
lay without the least tension. In the closure of the 
abdominal incision the loop of jejunum was anchored 
to the wound edges to prevent tension on the 
anastomosis. 

Two weeks later the skin looked bluish and the 
suture line indolent. On removal of the stitches 
slight necrosis of the line of incision was found. The 
patient looked ill because of malnutrition. He was 
given more food and placed on a special diet de- 
signed to prevent scurvy. Improvement then began. 


By the end of approximately a month after the last 
operation a fistula had formed at the junction of the 
intestine and the skin tube. 

A month later, a second attempt was made to 
unite the cervical oesophagus with the upper portion 
of the skin tube. Following this, the patient pro- 
gressed well. Four days later he surreptitiously 
sucked a dozen grapes and swallowed the juice, and a 
week after the operation he swallowed the last part 
of the gastrostomy feed with great ease. On the 
seventeenth day he swallowed a pint of liquid food. 
Three weeks after the operation he declared that he 
was well, and two days later he ate cake. 

Six weeks after the last stage of the operation the 
gastrostomy tube was removed and the patient took 
all of his food—a poached egg, bread and butter, 2 
pears, and half a pint of tea—by mouth. The fistula 
between the skin and jejunal portions of the tube was 
finally closed by a flap of skin. 

Turner reported also the case of a man who lived 
eight weeks after removal of the thoracic cesophagus 
with all of the stomach and spleen, but died of 
mediastinitis. 

In the last case in which he operated the pleura 
was accidentally torn. During the first four days 
after the operation the patient made good progress, 
but on the ninth day he died from infection of the 
pleural cavity believed to be an extension from the 
gastrostomy tube to the cesophageal hiatus. 

Turner concludes that radical surgery holds some 
promise. He states that no attempt should be made 
to repair the cesophagus iv situ. To fill the defect, a 
new cesophagus should be made by the anterior 
route. 

CLEMINSON and MONKHOUSE report a study of 89 
cases of carcinoma of the cesophagus treated by 
irradiation in the Throat Department of the Middle- 
sex Hospital in the period from 1925 to 1932. Pre- 
liminary bioscopy was done in 72 cases. In 70 of 
these the tumor was of the squamous-cell type; in 1, 
a spheroidal-cell carcinoma; and in 1, a myeloma. 
Seventy-nine of the patients were males. The upper 
portion of the cesophagus was involved in 6 cases; 
the middle portion in 55; and the lower portion in 28. 

At the Middlesex Hospital, cesophagoscopy is first 
done for diagnosis, a fragment of the growth being 
removed for section. Next, the patient is subjected 
to X-ray examination to determine the length of the 
stricture. For this examination the Trendelenburg 
position is essential as without its use the lower end 
of the cesophagus is undefined. From the informa- 
tion obtained, the dose of radon to be used and the 
length of the applicator are determined. At a second 
cesophagoscopic examination, the radon is intro- 
duced. The radon is left in place for seven days. 

In 1928 and 1929 the radon seeds were inserted 
into the periphery of the growth in 4 cases through 
an incision made in the thorax after preliminary 
collapse of 1 lung. Thereafter the method was 
abandoned. 

Gastrostomy has been avoided because, except in 
rare cases in which it was done for a special reason, 
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it was found to be of no advantage. However, during 
the last eighteen months, the advisability of gastros- 
tomy as a preliminary measure has been considered, 
especially if it is deemed wise to remove the rest of 
the teeth. 

The treatment should be begun as soon as the 
patient seeks advice. This date is the beginning of 
what has been called the “survival period.’ The 
average survival period in the whole series of cases 
reviewed was between five and six months. In the 
cases of the 10 women it was eight and a half 
months. In cases in which gastrostomy was per- 
formed the survival period was about twice as long 
as in the others. The only patient who was treated 
solely by X-ray irradiation lived ten months. This 
suggests that deep X-ray therapy may hold more 
promise than the application of radium. Of the 28 
cases in which a postmortem report was obtained, 
the cause of death was found to be perforation of the 
mediastinum in 9, perforation of the trachea and 
bronchi in 5, perforation of the aorta in 3, pneumonia 
in 6, and miscellaneous conditions in 5. Secondary 
deposits were found in the mediastinal, cervical, and 
abdominal glands, and in the pericardium, heart, 
lungs, liver, kidneys, and pancreas. 

The results of the treatment were so disappointing 
as to suggest that it may even be harmful to intro- 
duce radon into the center of the growth, and that 
the patients might live longer if they were subjected 
only to the removal of all teeth and gastrostomy. 

LEvITT says that in most cases the results obtained 
by X-ray irradiation have been very poor but in rare 
instances improvement had been recorded. He cites 
8 cases treated by this method. In 1, the treatment 
had to be abandoned because of bronchopneumonia 
from which the patient died. Seven patients were 
still alive at the time this report was made, from 
three to eleven months after the beginning of the 
treatment. In 7, the obstruction was sufficiently re- 
lieved to permit the eating of ordinary food, and in 6 
no evidence of disease could be discovered by X-ray 
examination. In only 1 case has sufficient time 
elapsed to permit cesophagoscopy. In all, sufficient 
improvement has been noted to justify the belief 
that X-ray treatment is worth while. Only large 
doses of very hard rays such as are produced by the 
best high-voltage apparatus are of any benefit. 

DUNHILL says that he has operated on 6 cases by 
an approach across the pleura and sometimes behind 
the pleura, but he has never seen a case in which he 
was able to free the growth from the structures to 
which it had become attached. In 1 case it was fixed 
to the vertebral column, and in another to the 
bronchi. The transpleural approach had not dis- 
turbed the patients very greatly although it is a long, 
tedious operation and wide opening of the chest is 
necessary. 

GorDON-TAYLOR reports that he has explored the 
thoracic cesophagus many times in many ways and at 
many sites, but invariably with disaster. The only 
case in which he nearly succeeded was one in which 
he used the extrapleural method of Lilienthal. 
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HowartTu states that he has excised the cervical 
cesophagus and united the cut end from behind the 
sternum to the deep pharynx. The patient lived six 
years, but had a tight stricture which allowed the 
swallowing of only liquids. 

In another case, operated on in 1930 after he had 
seen 100 cases of carcinoma of the oesophagus and in 
which the growth was in the cervical portion, ex- 
tended far down, and could not be brought into the 
wound, he had to be content with placing radon 
seeds around it. Examination a fortnight before this 
report was made revealed stenosis. 

In cases of cancer of the thoracic cesophagus he has 
done a transpleural thoracotomy and has come to 
realize what a short length of the cesophagus can be 
mobilized. While he has observed dramatic tempo- 
rary improvement after radon and radium irradia- 
tion in some cases, he believes that simple intubation 
and X-ray irradiation are better. 

Josson urges a further trial of radon seeds in- 
serted around the growth through the cesoph- 
agoscope. In the case of a man with a fungating 
squamous-cell carcinoma who came to him for treat- 
ment in January, 1931, he inserted 10 radon seeds 
(1.5 mc.) around the growth. This patient is now 
gaining weight, is able to swallow ordinary food, and 
feels well. G. Paut LARoaguer, M.D. 


MISCELLANEOUS 


Akerlund, A.: The Anatomical Basis of the Roent- 
gen Picture of the So-Called Acquired Hiatus 
Herniz (Die anatomische Grundlage des Roent- 
genbildes der sogenannten erworbenen Hiatus- 
brueche). Acta radiol., 1933, xiv, 523. 


The author states that both the name “hiatus 
hernia” suggested by him in previous articles and 
his classification of hiatus hernia have been adopted 
in roentgenological literature. He classifies these 
herniz as follows: 

Group 1. Congenital shortening of the oesophagus. 

Group 2. True para-cesophageal herniz. 

Group 3. Involvement of abdominal portion of 
the cesophagus in the formation of the hernia. 
Herniz of this type are now considered to be ac- 
quired. 

For roentgen examination, the hiatus hernia may 
be filled with the contrast medium from the stom- 
ach, a method which is satisfactory in cases of 
definitely developed hernia, or directly from the 
cesophagus, a method by which the beginning stages 
of acquired hiatus hernia can be demonstrated. 

In reviewing the normal anatomy of the region of 
the oesophageal hiatus the author first describes the 
peritoneal relations. The hiatus area itself may be 
regarded as extraperitoneal. The author cites the 
anatomical studies of the hiatus musculature, the 
normal mobility of the cesophagus, and the normal 
position of the anatomical cardia which have been 
made in recent years by Koeppen and Frank, Anders, 
and Neumann, the findings of which disproved the 
theories of Sauerbruch, Chaoul, and Adam. 
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The author describes the mechanism of origin and 
the development of the acquired hiatus hernia on 
the basis of the anatomical findings cited. Under the 
influence of a large number of factors, which are 
described in detail, first the antrum cardiacum and 
then the adjoining portions of the stomach protrude 
upward through the hiatus. In its very earliest 
stages this visceral displacement appears as a hernia 
without a hernial sac. Protrusion of the peritoneum 
does not occur until the hernia has attained a certain 
size. In the author’s opinion the absence of a 
peritoneal covering in the first stages does not justify 
calling the visceral protrusion at the hiatus by any 
other term than “‘hiatus hernia.”” Anders used the 
terms “hiatus insufficiency with epiphrenic bulging” 
and “thoracic dystopia of antrum cardiacum,” and 
Neumann, the terms “ bulb formation” and “‘ bulbus 
antri cardiaci.” 

Roentgen examination as well as anatomical 
studies have shown that, in old persons, small sacless 
visceral protrusions through the cesophageal hiatus 
—the earliest stages of acquired hiatus hernia—are 
so common that they might be considered physiolog- 
ical changes of age. More pronounced acquired 
hiatus herniz with a hernial sac are evidently much 
less common, but have been shown by roentgenolog- 
ical and pathologio-anatomical examinations to 
occur considerably more frequently than has been 
believed. 

In discussing the differential roentgenological 
diagnosis of hiatus hernia, the author contradicts the 


assertions of Sauerbruch, Chaoul, and Adam, who 
deny that such hernie occur and claim that the 
published roentgenograms are misinterpreted. 

kerlund reports his biopsy and autopsy findings 
in eight cases of roentgenologically diagnosed hiatus 
hernia. In every one, a true hiatus hernia with a 
hernial sac was found. At least seven, and probably 
all, of the hernia belonged to Group 3, the reducible 
acquired type which Sauerbruch, Chaoul, and Adam 
claim does not occur. 


Barrett, N. R., and Wheaton, C. E. W.: The 
Pathology, Diagnosis, and Treatment of Con- 
genital Diaphragmatic Hernia in Infants. 
Brit. J. Surg., 1934, XXi, 420. 


The authors state that a certain number of con- 
genital diaphragmatic hernia occurring in infants 
can be cured by surgical intervention. The most 
favorable types are those through the pleuro- 
peritoneal canal on the left side, lateral defects in 
the septum, and small hernie in relation to the 
cesophagus. 

Laparotomy rather than thoracotomy is the 
method of choice. The best anesthesia is induced 
with ether by the open method. 

The hernia can be reduced easily from below, but 
only with extreme difficulty from above. The opera- 
tion done from below is not difficult. Adhesions are 
present very rarely. At the conclusion of the opera- 
tion the pneumothorax should be terminated. 

SAMUEL Kaan, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Zahradnicek, Rapant, Uram, Bedrna, and Others; 
Discussion on the Treatment of Peritonitis 
(Diskussion ueber Behandlung der Peritonitis). 
Rozhl. Chir. a Gynaek. C. chir., 1933, Xii, 120. 


ZAHRADNICEK discusses cases of peritonitis which 
develop unexpectedly following operations on the 
gastro-intestinal tract, and raises the question 
whether the defensive power of the body cannot be 
increased by vaccination. In the cases reviewed, 
typical long chains of streptococci were found. An- 
other question raised is whether these infections 
might not have been associated with the then pre- 
vailing influenza epidemic. 

RAPANT states that, according to Pribram, such 
infections may arise also from the lymph glands. 

URAM reports a case of spontaneous rupture of the 
stomach and cites similar cases reported in the 
literature. 

BEDRNA Calls attention to the good results he has 
obtained from the administration of hypertonic salt 
solution in peritonitis associated with persistent 
vomiting. 

PoDLAHA reports a case of rupture of the stomach. 

JrRASEK reports two cases of rupture of the 
stomach in which this complication followed brain 
operations similar to those described by Cushing. 
He states that in his clinic the prophylactic ad- 
ministration of an autogenous vaccine has been done 
in cases of gastro-intestinal operations for a long 
time. 

Kostiivy denies specificity of the sera. He be- 
lieves that the sera exert a stimulative action. 

HavLASEK and MARSALEK discuss peritonitis fol- 
lowing gynecological and obstetrical operations. 
Havlasek reports fifty-one cases, forty-nine of which 
were fatal. Haim (Z). 


Petfivalsky, J.: The Influence of Biochemical Sub- 
stances on Suppurative Peritonitis (Einfluss 
biochemischer Stoffe auf die eitrige Peritonitis). 
Roshl. Chir. a Gynaek. C. chir., 1933, xii, 84. 


Suppurative peritonitis should be recognized as 
early as possible and treated as conservatively as 
possible. The source must be removed, the pus 
evacuated from the abdomen, intestinal activity re- 
stored, and the defensive forces of the organism in- 
creased. All depends upon the nature of the infec- 
tion and the reacting capacity of the body, which 
cannot be known in advance. If, for instance, intes- 
tinal sounds can no longer be heard on auscultation, 
operation should not be done. Recovery depends 
not only upon absolute rest within the abdomen 
(according to Ochsner, who attains this by giving 
opium, but not morphine), but also upon compli- 
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cated processes in which the nature of the infecting 
agent, its numbers and virulence, and the bacterici- 
dal and resorptive capacity of the peritoneum, the 
omentum, and the organs containing the reticulo- 
endothelium, namely, the liver, spleen, and bone 
marrow, are decisive factors. The stomach also 
takes part in the defensive reaction by increasing its 
hydrochloric acid output. Because of the impair- 
ment of intestinal activity, the fermentative process 
and the entire buffer system suffer. Glycogen forma- 
tion in the liver is disturbed by the increased acidosis 
and the kidneys are affected. Therefore attention 
must be directed to the entire organism. 

Persistent vomiting in peritonitis leads first to 
azotemia and then to acetonemia. The latter is best 
combated by the administration of glucose and in- 
sulin. The hypertonic solution of glucose improves 
the function of the liver, the pancreas, and the heart, 
and prevents toxic shock from the peripheral vascu- 
lar paralysis. The insulin increases the excretion of 
gastric juice and gastric activity. If cardiac activity 
is impaired, calcium should be given intramuscularly 
and intravenously. When anatomical changes have 
occurred in the myocardium, cardiac stimulants 
must be given. Digitalis is indicated only in cases of 
decompensated valve failure. One-third milligram 
of strophantin in combination with caffein is better. 
Also of value are scillaren, camphor, coramin, cardia- 
zol, lobelin, and caffein with strychnin, all of which 
act upon the peripheral vessels. The circulation is 
further stimulated by adrenalin, sympatol, efetonin, 
and ephedralin. In hypertension, venesection is indi- 
cated, and in hypotension, digipurat with caffein 
should be given. The cardiac tonics may effectively 
be combined with glucose. When the circulation of 
the blood is disturbed the intravenous infusion of 
glucose and sodium chloride solution is beneficial. 
Hypertonic sodium chloride solution has a favorable 
effect also on intestinal activity. There is no danger 
of overdosage of sodium chloride as the kidneys 
readily excrete the excess. For the fall in blood pres- 
sure, the various hypophyseal preparations—tenso- 
physin, hypophen, tonephin, and reviten—are of 
value. Also recommended is prostigmin which, in 
contrast to pituitrin, provokes co-ordinated intesti- 
nal movements, relieves urinary retention, and is not 
injurious to the heart. 

Petiivalsky irrigates the peritoneal cavity only in 
generalized peritonitis. In cases of suppuration lo- 
calized to the lesser pelvis and those of recent, local- 
ized suppuration in the abdomen he wipes out the 
exudate with moist sponges. In staphlycoccic sup- 
purations, the introduction of a small quantity of 
ether into the abdomen has proved of value. In sup- 
purations due to streptococci, rivanol is better. In 
order to prevent blocking of the reticulo-endothelial 
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system care must be taken not to use it in too large 
quantities. In contaminations of the upper abdomen 
during operations on the stomach Pregl’s solution 
is employed. Recently, blood transfusions, auto- 
hemotherapy, and the use of amniotic fluid have 
been recommended. The effect of the various sera 
which have been recently recommended is unques- 
tionably favorable in peritonitis. The author is ex- 
perimenting with bacteriolysate. 

In conclusion Petiivalsky says that while it is diffi- 
cult to estimate the results of the treatment of peri- 
tonitis in percentages, he believes he has improved 
his results by from ro to 15 per cent. Harm (Z). 


Vohnout, C.: Experiments in the Treatment of 
Peritonitis with Bacteriolysate (Versuche mit 
Bakteriolysatbehandlung bei Peritonitis). Rozhl. 
Chir. a Gynaek. C. chir., 1933, xii, 114. 

The author reports his experiments with a prep- 
aration called “‘bacteriolysate,” a clear, somewhat 
brownish, opalescent liquid. In several experiments 
it was found to be sterile, but showed no bactericidal 
properties. In animals it could be introduced intra- 
peritoneally without injury. It was employed also 
in several clinical cases of peritonitis. 

The administration of the bacteriolysate was al- 
ways followed by a transitory elevation of the 
temperature with subsequent improvement in the 
general condition. The substance has no bactericidal 
effect, but it increases phagocytosis and provokes a 
leucocytosis. It may possibly also stimulate the 
sympathetic system. The author believes that the 
same results may be obtained with bacteriolysate as 
with the French and German sera. Harm (Z). 


Podlaha, J.: Surgical Treatment of Traumatic 
Peritonitis (Chirurgische Behandlung der trau- 
matischen Peritonitis). Rozhl. Chir. a Gynaek. 
chir., 1933, Xii, 98. 

The author reviews 241 cases of abdominal injury 
due to blunt, sharp, stab, and gunshot wounds and 
the swallowing of foreign bodies which were seen in a 
period of ten years and in which there were 24 deaths. 
He then reports in detail a case of retroperitoneal 
rupture of the duodenum in a man seventy-seven 
years of age who had a large scrotal hernia. The 
rupture occurred during an attempt at reposition of 
the incarcerated hernia. The site of rupture was su- 
tured, but death ensued. The author summarizes his 
conclusions as follows: 

The symptom-free stage which follows an acute 
trauma to the upper abdomen and, after the sub- 
sidence of shock, is followed by a painful swelling in 
the upper abdomen and a roentgenologically demon- 
strable emphysema behind the duodenum is pathog- 
nomonic of retroperitoneal rupture of the duodenum. 
Treatment should never be delayed until the condi- 
tion becomes worse or symptoms of general perito- 
nitis appear. Exploratory laparotomy is justified, 
and if its findings are positive, offers the only possi- 
bility of saving the patient’s life. Whenever hemor- 
rhage is found in the region of the descending limb of 


the duodenum, at the attachment of the transverse 
mesocolon, and at the margin of the mesentery of 
the small bowel, the possibility of retroperitoneal 
rupture of the duodenum should be considered. The 
posterior duodenal wall may be exposed by mobiliza- 
tion from above by the Kocher method or from be- 
low by the Clairmont method. If access is then in- 
adequate, an upper or lower décollement of the adja- 
cent portion of the colon and mesocolon may be 
done. In small transverse ruptures of the duodenum 
a transverse suture of the posterior wall is sufficient. 
This may be re-inforced by an omental plastic. In 
longitudinal and longer tears the suturing must be 
done longitudinally, and if narrowing of the lumen 
occurs a gastro-enterostomy must be added. Tam- 
ponade is not advisable, and because of the possibil- 
ity of a secondary perforation, closure of both duo- 
denal stumps with gastro-enterostomy is contra- 
indicated. The region of the suture should be drained 
from behind by a lumbotomy on the right side. 
Harm (Z). 


Collins, A. N., and Berdez, G. L.: Chyle Cysts of 
the Mesentery. Arch. Surg., 1934, xxviii, 335. 


While mesenteric cysts were described as long ago 
as 1620, chyle cysts of the mesentery were first de- 
scribed in 1842 by Rokitansky. Chyle cysts of the 
mesentery are relatively rare, but may occur at 
any age. The authors report two cases. 

In fourteen of sixteen cases reported in the litera- 
ture the patients were more or less ill for periods 
ranging from two months to twelve years. The 
symptoms included malaise, loss of strength and 
weight, easy fatigability, nausea, occasional vomit- 
ing, and abdominal discomfort varying from a dull 
ache to pain. In half of the cases a palpable tumor 
was found. Abdominal tenderness was present in 
12 cases. In the majority, this was generalized, but 
in some cases it was localized at the umbilicus, to 
the right side, or in the lower part of the abdomen. 
Rigidity occurred in the acute cases. 

A correct diagnosis is not made before operation 
or autopsy. There are no symptoms pathognomonic 
of the disease. The acute cases usually suggest 
intestinal obstruction or peritonitis. In chronic 
cases the abdominal tumor, if single, is smooth and 
rounded, and fluctuation can be made out. The 
tumor does not move with respiration. The presence 
of a freely movable tumor in the lower part of the 
abdomen which fluctuates and has a midline attach- 
ment should suggest mesenteric cyst. The differ- 
ential diagnosis is aided by the discovery of chylous 
ascites on exploratory puncture. 

Surgical treatment offers the only hope of cure. 
The mortality of all methods of treatment has been 
25 per cent. The methods include: (1) aspiration, 
(2) incision and drainage, (3) enucleation, and 
(4) marsupialization. The authors regard marsupi- 
alization as the best procedure. They are of the 
opinion that intestinal resection and extirpation will 
always have a higher mortality. 

Howarp A. McKnicut, M.D. 
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Nylander, P. E. A.: Inflammatory Cell Reactions in 
the Omentum (Ueber entzuendliche Zellreaktion 
im Netz). Arb. path. Inst. Helsing fors, 1933, vii, 453. 

The author carefully examined specimens of omen- 
tum for inflammatory cells in a large number of cases 
of appendicitis and peritonitis due to that condition. 
They found that the inflammatory manifestations 
were particularly active near the site of inflamma- 
tion, but that, at times, inflammatory cells were mo- 
bilized at quite a distance. Neutrophile granulo- 
cytes predominated among the inflammatory cells in 
the tissues. . 

The defensive reactions of the human omentum 
are related closely to the activity of the neutrophile 
granulocytes and the macrophages. Other cell forms, 
including mesothelial cells and lymphocytes, are of 
much less importance. The reactions occur particu- 
larly in infectious toxic irritation of the peritoneum. 
In purely mechanical irritations, such as those pro- 
duced by foreign bodies, an intensive proliferation 
takes place. 

The author’s studies confirm the theory that some 
of the macrophages are formed from the fat cells of 
the omentum. It was surprising that in some of the 
fatal cases of appendicitis reviewed only a very 
slight inflammatory cellular reaction was found. 

The method of examination and the findings are 
described in detail and shown in numerous illustra- 
tions. Juncuanns (Z). 


GASTRO-INTESTINAL TRACT 


Manges, W. F.: The Roentgenology of Foreign 
Bodies in the Hsophagus and Gastro-Intestinal 
Tract. Surg. Clin. North Am., 1934, xiv, 80. 


In the cesophagus, both non-opaque and opaque 
foreign bodies present roentgenological evidence of 
their presence. The non-opaque variety that lodges 
because it is relatively large and irreguiar in shape is 
best shown in roentgenograms made after the patient 
has been given a small quantity of barium or bis- 
muth mixture to swallow. Some of the opaque me- 
dium adheres to the foreign body and often gives 
very definite information as to its size and shape as 
well as its location. 

The non-opaque foreign body which completely 
obstructs the oesophagus presents very characteristic 
evidence when the opaque mixture spreads out over 
its upper surface and produces a concave shadow in 
the fluoroscopic picture or roentgenogram. 

In cases in which there has been a previous lesion 
of the cesophagus complete obstruction may be pro- 
duced by relatively small objects. Small pointed 
non-opaque foreign bodies such as fish bones, splin- 
ters of wood, and small fragments of bone become 
lodged because their sharp point becomes embedded 
in the cesophageal mucous membrane. In the great 
majority of cases the upper end of foreign bodies of 
this type remains free in the lumen of the cesopha- 
gus. The foreign body will not retain a liquid mix- 
ture of barium or bismuth, but in an extremely large 
percentage of cases will cause a No. oo capsule filled 
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with the opaque mixture to lodge at its level either 
because its free end forms a shelf on which the cap- 
sule rests or because the local irritation causes the 
oesophagus to contract and hold the capsule. 

The diagnosis of opaque foreign body must in- 
clude a description of its shape, size, and site as 
these are of extreme importance to the cesophagos- 
copist. In cases of non-opaque foreign body in the 
stomach or intestine the roentgenologist is rarely 
able to give diagnostic information. In the removal 
of foreign bodies from the oesophagus, stomach, and 
intestines he gives important aid by the use of a 
double-plane fluoroscopic apparatus in which the re- 
lation between the instrument of the operator and 
the foreign body can be determined by means of the 
fluoroscope and seen in two views at right angles to 
each other. 

In double-plane fluoroscopic removal of foreign 
bodies the roentgenologist must assume responsibil- 
ity for the amount of roentgen-ray exposure of the 
patient and his assistants. The production of a der- 
matitis by over-exposure must be avoided and spe- 
cial care must be taken to prevent the heads and 
hands of the assistants from coming into the path of 
direct irradiation between the patient and the X-ray 
tube. Cuartes F, DuBors, M.D. 


Poulsen, V., Andersen, A. O., and Lester, V.: Four 
Years’ Experience with Examination of Mate- 
rial Obtained by Gastric Lavage. I. Demon- 
stration of Tubercle Bacilli and Its Significance 
in Prognosis, Therapy, and Estimation of 
Danger of Infection. II. Demonstration of 
Tubercle Bacilli. Am. J. Dis. Child., 1934, x\vii, 
307, 322. 


This report comes from Denmark. In 1928 the 
authors began an intensive search for the presence of 
tubercle bacilli in material obtained by gastric 
lavage in the cases of children with a positive tuber- 
culin reaction. Similar examinations have been 
carried out in several hospitals in Copenhagen. The 
chief physicians in the departments have furnished 
material for collective investigations. Most of the 
bacteriological examinations were carried out in the 
Tuberculosis Department of the State Serum In- 
stitute. The gastric material was collected on 2 
successive days from many patients and the samples 
were pooled for examination. The actual finding of 
tubercle bacilli was supplemented by cultivation on 
substrates and the inoculation of guinea pigs. 

Of the 622 children examined, tubercle bacilli were 
found in the gastric lavage material of 199. The 
great majority of the children with positive findings 
were three or four years old. After the fourth year 
of age there was a marked fall in the total number 
of positive findings. Of 62 children in the first year 
of life, tubercle bacilli were demonstrated in the 
gastric lavage material of 54. The greater prev- 
alence of tubercle bacilli in infants under one year 
of age is explained by the pathogenesis of tubercu- 
losis in infancy and the tendency of the condition to 
progress in the first year of life. Infection takes 
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place by way of the respiratory passages. Milk and 
food as a source of infection may be disregarded in 
Denmark. In the infant, tuberculous bronchitis or 
bronchopneumonia develops and the regional lymph 
glands become involved from this focus or the 
primary lung lesion extends directly to the adjoining 
lung or heals by encapsulation and calcification. 

In the second, third, and fourth years of life 
tubercle bacilli are found in the stomach much less 
frequently, chiefly because the primary lesion is 
more completely healed. Tubercle bacilli were 
demonstrated in the material obtained by the first 
lavage in 152 (77 per cent) of the children whose 
cases are reviewed. A second lavage increased the 
percentage to 91, and a third increased it to 96. 
Additional lavages yielded insignificant increases. 

From these findings it becomes apparent that this 
method of examination is suitable for the demon- 
stration of tubercle bacilli in children at an age when 
it is difficult or impossible to obtain sputum for 
examination. While it is conceivable that the 
tubercle bacilli demonstrated in specimens obtained 
by gastric lavage and demonstrated by inoculation 
of animals and various cultivation methods may be 
chance inhabitants in the fauces and stomach in 
children who do not have tuberculosis, examination 
of the sediment obtained by lavage from 158 children 
with negative tuberculin reactions failed to show 
tubercle bacilli. 

When the findings are positive, the child is almost 
certainly suffering from tuberculosis, and when it can 
be established that the bacilli do not originate in the 
fauces, tonsils, or adenoids, the infection must be in 
the lungs. While tuberculosis of the lungs is often 
revealed by X-ray examination and auscultation of 
the chest, the lavage method yields a higher per- 
centage of positive findings. 

Of the 199 children in whom the presence of 
tubercle bacilli was demonstrated by the lavage 
method, 44 have died, 148 are living, and 7 cannot 
be traced. The conclusion to be drawn is that most 
of the children who do not succumb rapidly to the 
tuberculous infection are well after an average of 
two years. In this respect there is no difference be- 
tween children who do, and children who do not, 
show the presence of tubercle bacilli. With regard 
to the danger of infection in children with positive 
gastric findings, the authors state that the younger 
the child the greater the probability that the 
tuberculosis remains unhealed and that the child is 
constantly discharging tubercle bacilli. In the child, 
tuberculosis of the bronchial and hilar glands is 
probably always associated with a _ tuberculous 
process in the lungs. The lungs are the first site of 
attack. The regional lymph glands become infected 
from this primary focus so that at some time both 
the lungs and the glands are involved by the disease. 
The pulmonary tuberculosis may heal up before the 
glandular tuberculosis. As long as the pulmonary 
tuberculosis remains unhealed, it is possible at some 
time to demonstrate the presence of tubercle bacilli 
in the material obtained by gastric lavage. This is 


true especially when the child has a positive tuber- 
culin reaction. Roentgenograms revealing only 
enlargement of the hilar shadow and no infiltrative 
process in the lungs do not definitely rule out in- 
volvement of the lungs. In many cases in which 
such roentgenograms are obtained there is an open 
active pulmonary tuberculosis. 

Lester describes the technique used in the diag- 
nosis of tuberculosis of the lungs in the cases of 
children with positive reactions to tuberculin and 
positive gastric lavage findings. In the bacteriolog- 
ical studies Petroff’s' and Lowenstein’s media were 
used. Formerly, cultivation failed in from 25 to 30 
per cent of the cases in which the results of the 
inoculation of guinea pigs were positive. By the 
methods now employed, positive cultures are 
obtained in 100 per cent and inoculation of guinea 
pigs has been rendered unnecessary except in the 
cases of children under five years of age. The method 
used is as follows: 

From 200 to 300 c.cm. of material obtained by 
gastric lavage is allowed to stand for from eighteen 
to twenty-four hours. The material is then centrif- 
ugalized and stained smears are examined micro- 
scopically. The remainder is divided into 2 portions, 
one of which is homogenized with 4 per cent sodium 
hydroxide and the other with 6 per cent sulphuric 
acid by volume. After centrifugalization at high 
speed for twenty minutes, the supernatant fluid is 
removed, the sediment is neutralized with 2 drops of 
8 per cent hydrochloric acid, half of it is planted on 3 
Lowenstein tubes, and the remainder is inoculated 
into guinea pigs, in some subcutaneously and in 
others intraperitoneally. For the acid homogeniza- 
tion, about 5 c.cm. of 6 per cent sulphuric acid are 
added and after vigorous shaking the mixture is 
allowed to stand in the dark for five minutes at room 
temperature. Next, from ro to 15 c.cm. of saline 
solution are added and the mixture is briefly centrif- 
ugalized. The sediment is then seeded in 3 tubes 
with a platinum loop. The tubes are sealed with 
paraffin, incubated at 36 degrees C., and examined 
once a week. With a positive culture, usually ob- 
tained in from eighteen to twenty-five days, a smear 
for microscopic examination is made. Absence of 
growth after six weeks is regarded as negative for 
tuberculosis. However, in occasional instances ob- 
servation at the end of an additional four weeks has 
revealed a few colonies. 

After the guinea-pig inoculations rather weak reac- 
tions are sometimes found. In some cases tuberculosis 
may develop only after subcutaneous inoculation 
and in others only after intraperitoneal injections. 
The tests on guinea pigs are concluded after six 
weeks. At necropsy, it is not always possible to find 
a typical disseminated tuberculosis. 

A total of 380 positive samples obtained from 260 
patients were tested bacteriologically to determine 
both the virulence and the number of the tubercle 
bacilli present. Nothing was found to indicate that 
the bacteria were less virulent than tubercle bacilli 
isolated from other parts of the body. The material 
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obtained from gastric lavage gave a growth of more 
than 20 colonies in 47 per cent of the adults and older 
children, but in only 22 per cent of the patients under 
ten years of age. Forty-four per cent of the positive 
specimens from children showed only from 1 to 3 
colonies. On Lowenstein’s medium the incidence of 
growth is so high that inoculation of guinea pigs is 
unnecessary except in the cases of children under 
five years of age. Joun W. Nuzum. M.D. 


Roholm, K.: The Value of Circular Resection in 
Chronic Gastric or Duodenal Ulcer (Ueber den 
Wert der zirkulaeren Resektion bei Ulcus chronicum 
ventriculi s. duodeni). Acta chirurg. Scand., 1934, 
Ixxiii, 433. 

In this monograph of approximately 50 pages the 
author discusses practically every important aspect 
of the surgical treatment of gastric and duodenal 
ulcer. He first outlines the objectives of surgical 
treatment of these conditions—the correction of the 
pathological process or its associated complications. 
The surgeon corrects mechanical malfunction such 
as that due to stenosis, removes either the ulcer and a 
greater or smaller part of the adjacent tissue, changes 
gastric function by decreasing the emptying time of 
the stomach and neutralizing the gastric contents or 
decreasing gastric secretion so that the gastric load 
is diminished, or changes the site of gastric emptying 
so that mechanical irritation of the ulcer is reduced. 

The author next discusses the principles of the 
different surgical techniques, reviews the physiology 
of the stomach and duodenum, and traces the his- 
torical development of ulcer surgery. 

The type of lesion, the duration of the symptoms 
before surgery, the indications for operation, the 
type of surgery used, the age of the patient, and the 
operative mortality in the cases reviewed are tabu- 
lated. The results are divided into 4 groups: (1) 
complete cure, (2) almost complete cure, (3) im- 
provement, and (4) poor results. 

In the 130 cases reviewed the operations included 
40 circular or sleeve resections of the gastric corpus 
and go pylorectomies, i.e., removal of the pylorus 
and a portion of the antrum and the first part of the 
duodenum. In addition there were 8 cases of radical 
surgery secondary to a gastroduodenal operation. 

In the 122 primary operations the immediate sur- 
gical mortality was 10.7 per cent (13 deaths), and in 
the 8 cases of secondary resection it was 37.5 per cent 
(3 deaths). The cause of death was bronchopneu- 
monia in 5 cases, a demonstrable error in surgical 
technique in 3 cases, an unknown cause or a combi- 
nation of factors in 3 cases, a questionable error of 
surgical technique in 2 cases, peritonitis in 2 cases, 
and pulmonary embolus in 1 case. 

In 105 cases the patient was subsequently re- 
examined and the result of the operation evaluated. 
Sleeve resection of the gastric corpus was abandoned 
because of frequent ulcer formation at the site of the 
operative scar. Primary resection of the pylorus was 
followed by improvement in 81.5 per cent of the 
cases and by unsatisfactory results in 18.5 per cent. 


The mortality of this operation was 12.2 per cent. 
Fromm a comparison of these results with those ob- 
tained in the 101 cases in which gastro-enterostomy 
was done in the same clinic in the period from 1906 
to 1916, the author concludes that there was no 
definite difference in the results of these 2 types of 
surgery when they were employed routinely. 
SAMUEL J. Focetson, M.D. 


Kirklin, B. R.: The Value of the Meniscus Sign in 
the Roentgenclogical Diagnosis of Ulcerating 
Gastric Carcinoma. Radiology, 1934, xxii, 131. 


In 1921, Carman described a new roentgenological 
sign of ulcerating carcinoma of the stomach, a 
concavoconvex shadow representing the ulcer crater, 
which he termed the ‘‘meniscus sign.’”” Carman had 
in mind carcinomata in which the element of tume- 
faction is much less obvious than that of ulceration 
and the character of which is less readily recognized. 

When the lesion is on or near the lesser curvature 
in the vertical portion of the stomach the crater is 
seen under palpatory pressure on roentgenoscopic 
examination as a crescentic shadow with its con- 
vexity directed outward and is aptly described as 
a ‘“meniscus.””’ When the lesion is on the lesser 
curvature distal to the angular incisura, the base 
of the crater bends with the wall and the meniscus 
is concave above. When the ulcer is on the posterior 
wall, the crater appears, under manual pressure 
over the stomach, as a dense, irregularly rounded 
shadow encircled by a transradiant zone which 
corresponds to the elevated border. 

At the Mayo Clinic the diagnostic value of the 
meniscus with its attendant phenomena has been 
abundantly proved. In every surgical case in which 
these manifestations were elicited an ulcerating 
carcinoma was found at operation. Although the 
meniscal form of the crater seen in typical cases is 
important, the slightly raised, overhanging border 
is apparently even more significant. A characteristic 
of the meniscus crater is its slowness in emptying 
under pressure. 

To demonstrate the lesions and determine their 
character, roentgenoscopic examination under ma- 
nipulation is indispensable. After the stomach is 
filled with the mixture of barium the lesions are 
likely to be concealed so completely that they are 
not visible in the roentgenogram and sometimes are 
not readily shown even by compressing the stomach. 
Accordingly, inspection should begin when the first 
swallow of barium enters the stomach, and the mix- 
ture should be distributed over the gastric walls by 
palpatory pressure to visualize the entire mucosal 
relief. 

In each of the four cases reported by the author 
the meniscus was so small that it would not have 
been demonstrable without close adherence to a 
routine roentgenoscopic technique. Even when the 
lesions are considerably larger, careful and methodi- 
cal examination is necessary to disclose them. It 
is especially necessary to begin roentgenoscopic in- 
spection when the first swallow of barium is taken, 
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to distribute the barium over the wall of the stomach 
by manipulation, and, by downward stroking with 
the fingers, to study the internal gastric relief while 
it is being revealed. Roentgenograms for permanent 
record are often desirable, but roentgenoscopic 
study of the internal topography of the stomach is 
the most reliable method of discovering narrowly 
limited organic changes. 


Matteuci, E.: Enterolithiasis and Pseudo-Entero- 
lithiasis (Knterolitiasi e pseudo-enterolitiasi). 
Radiol. med., 1934, Xxi, 150. 

The author reports the case of a baby nineteen 
months of age whose condition was believed to be 
abdominal sarcomatosis until roentgen examination 
showed the supposed tumors to be enteroliths. He 
then discusses the etiopathogenesis of enterolithiasis 
on the basis of the findings of Trumpp, Rottmann, 
Berti, and Kramer which showed that mucoid con- 
cretions are formed in the intestines as the result of 
a prenatal enteritis. He emphasizes the great im- 
portance of roentgen study of the condition. 

EuGENE T. Leppy, M.D. 


Kraas, E., and Beck, W. C.: Chronic Duodenal 
Ileus. Ann. Surg., 1934, xcix, 311. 


The history of chronic duodenal ileus from the first 
report in 1752 down to 1908, when Laffer reviewed 
the literature, is briefly reviewed. The authors be- 
lieve that the duodenum may assume a dilated state 
as the result of various factors acting either sepa- 
rately or in combination. American and English 
surgeons are inclined to ascribe dilatation of the duo- 
denum to demonstrable mechanical causes, but 
many European surgeons have reported cases of a 
condition they call “true megaduodenum” in which 
no such causes could be found. For an understand- 
ing of true megaduodenum it is necessary to know 
the embryological development of the duodenum. 
The authors review the embryological development 
in detail. 

The various types of duodenal ileus are classified 
by the authors as follows: 

1. Adynamic duodenal ileus. Of this type are 
cases in which no mechanical obstruction can be 
found, viz., the true megaduodenum of Duval, 
Melchior, Schmieden, and Kraas. The etiology still 
remains to be cleared up definitely. The condition 
has been attributed to developmental and neuro- 
muscular factors and by some has been classed with 
Hirschsprung’s disease. 

2. The dynamic chronic duodenal ileus. Of this 
type are cases in which a mechanical hindrance in 
the duodenum is discernible. On the basis of the 
nature of the obstruction the following two sub- 
groups are to be distinguished: 

a. Intrinsic duodenal lesions. Of this type are dis- 
eases affecting the duodenum itself, such as neo- 
plasms, duodenitis, congenital atresia, inflammatory 
disease, a duodenojejunal kink, and diverticula. 

b. Extrinsic lesions. To these belong the chronic 
arteriomesenteric occlusion, peritoneal strands and 


adhesions, and diseases of the surrounding organs 
which produce stenosis by pressure. 

c. Complications of duodenum mobile such as 
hernia and intussusception. 

The site at which the stricture is produced in the 
cases of Group 2 is of greater importance from the 
standpoint of diagnosis and therapy than in obstruc- 
tion of the small intestine. In most cases, however, 
this is determined by the anatomical relations of the 
etiological factor. 

Chronic duodenal ileus has received more atten- 
tion in the American and English literature than in 
the European literature. In clinics other than those 
reporting large series of cases the diagnosis is made 
extremely rarely, probably because the condition is 
often not looked for. The clinical history and physi- 
cal examination, although suggestive when the pos- 
sibility of the condition is borne in mind, are far from 
being clear. The roentgenologist is often interested 
only in the duodenal bulband overlooks pathological 
processes in the remainder of the duodenum. 

Shattuck and Imboden found chronic duodenal 
dilatation to occur four times more frequently in fe- 
males than in males. This may be explained by the 
relaxation of the abdominal muscles following preg- 
nancy. It may be due in part also to the greater fre- 
quency of gall-bladder disease in the female although 
Bryant found adhesions more common in the male. 
The subjects are usually of middle age and of the 
asthenic type. 

The symptoms of the disease entity are not ac- 
curate or definite, and the diagnosis is often difficult 
even after careful roentgenological examination. 
Kellogg suggests that in many cases symptoms ap- 
pear only when the colon is dragged downward by 
its contents, being therefore characterized by a cer- 
tain periodicity. Taylor observed that symptoms re- 
sult when the obstruction is greater than can be 
overcome by peristaltic efficiency. By many, two 
types of subjective symptoms are differentiated, the 
mechanical and the toxic. The toxic symptoms con- 
sist of mental lassitude, fatigue, and headache. The 
latter is usually of the unilateral migraine type. The 
mechanical symptoms classified by Wheelon as static 
and kinetic and the symptoms emphasized by others 
are discussed by the authors in detail. The chief 
characteristics of the symptoms are periodicity of 
the attacks, the fact that any food may bring them 
on, the occurrence of headache and lassitude, and 
the fact that relief is obtained by the assumption 
of a bizarre position rather than by medication. 

The physical findings are minimal. The patient is 
often of the asthenic type with a lax abdominal wall 
and a ptotic habitus. The upper abdomen may be 
distended, and the umbilicus may appear to be 
higher than normal. According to Hayes, percus- 
sion will give a tympanic sound behind the right rec- 
tus muscle and just to the right of the pylorus. The 
pleximeter finger must be placed with sufficient pres- 
sure to diminish gastric and colonic tympany so that 
the examining finger is brought closer to the duo- 
denum. Pressure upward and backward beneath 
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the transverse colon permits the duodenum to empty. 
Gas can then be heard, felt or heard rushing into the 
jejunum. Thereafter the sound will be relatively 
dull. Case has described succussion over the duode- 
num. Zade used a stomach tube and compared the 
amount of water introduced into the stomach with 
the amount he was able to recover. 

Conservative treatment is directed against the 
ptosis and has an effect only in a palliative sense. 
Holmes recommends long bed rest and over-alimen- 
tation for cases of the visceroptic type. Others have 
recommended rest in a moderate Trendelenburg po- 
sition and the wearing of abdominal binders and 
supports. Massage of the abdominal wall and pos- 
tural exercises may prove beneficial. Very frequent 
small feedings of food with a high calory content and 
the administration of mild laxatives to prevent con- 
stipation are of value. 

Operative interference should not be attempted 
before the patient’s general health has been care- 
fully determined. Wolfer states that in some cases 
the patient may remain in good condition in spite of 
high-grade obstruction. However, a sudden ana- 
tomical accident may cause an acute exacerbation 
characterized by severe toxemia. In the cases of pa- 
tients who are extremely ill and can tolerate little 
surgical trauma, repeated duodenal lavage with the 
Levine or Rehfuss tube is of distinct value. To com- 
bat the toxemia the method of Dragstedt—the in- 
travenous infusion of 500 c.cm. of Ringer’s solution 
every four hours for twenty-four hours—may be em- 
ployed. To overcome deficiency in the blood chlo- 
rides, Haden and Orr recommend the infusion of 
sodium chloride solution. 

The choice of the operation is in many cases diffi- 
cult and should be governed by the cause of the con- 
dition. Because of the great variety of etiological 
factors, numerous procedures have been recom- 
mended. The intrinsic lesions are usually treated by 
a nutrient jejunostomy or one of the short-circuiting 
operations. The various operations are described. 

After operation the foot of the bed should be 
elevated. In the immediate postoperative treat- 
ment the usual routine should be that followed after 
gastric surgery. Later, the patient should wear a 
supporting belt and should be given exercises to 
strengthen the abdominal musculature. 

Emit C. RositsHEK, M.D. 


Birt, E.: The Pathogenesis of Recurrence of At- 
tacks of Appendicitis (Ueber die Pathogenese des 
Rezidivierens des appendicitischen Anfalls). Arch. f. 
klin. Chir., 1933, clxxvi, 686. 


The appendix is predominantly a lymphatic organ 
with a function entirely different from that of the 
adjacent bowel. Disease of the appendix is not the 
result of simple invasion by intestinal bacteria as the 
bacterial flora of the appendix is generally totally 
different from that of the rest of the intestine. Even 
the mildest inflammation of the appendix leaves 
traces in the organ consisting of organized fibrin 
which later becomes fibrous strands. The strands in- 


crease the susceptibility of the appendix to injury by 
mechanically interfering with the evacuation of its 
lumen. The nature of the injuries produced by the 
adhesions is very variable, but may often be demon- 
strated by agreement of the X-ray and operative 
findings. The author presents a series of sketches 
and typical roentgenograms showing the various 
mechanisms of segmentation, torsion, and strangu- 
lation. The effect of the strand formations on the 
appendix confirms the conclusion based on experi- 
ence that each successive attack of appendicitis is 
more dangerous than its predecessor, and demon- 
strates that after one or two attacks of even the 
mildest degree removal of the appendix should be 
recommended. FRIEDRICH Bone (Z). 


Devine, H. B.: Rectosigmoid and Sigmoid Surgery. 
Australian & New Zealand J. Surg., 1934, iii, 211. 


From an operative standpoint the colon cannot 
be considered as a whole. Operations on the proxi- 
mal part of the colon are more on a level with those 
on the small intestine. The conditions which are 
present in the distal part of the colon are unfavor- 
able for the methods of anastomosis which are suc- 
cessful in the small intestine and the proximal part 
of the colon. The high mortality of anastomatic 
operations on the sigmoid colon with suture is due 
to local or generalized peritonitis caused by infection 
from soiling at the time of the operation or from the 
anastomosis subsequent to the operation. 

It is to avoid the dangers of an anastomatic opera- 
tion that Devine advocates the routine use, when- 
ever possible, of a modification of Paul’s method of 
partial colectomy. In cases in which resection and 
anastomosis of the rectosigmoid are necessary, 
Devine first establishes a mid-colic anus in the 
transverse colon. This procedure renders the distal 
colon functionless and allows the use of irrigations 
to cleanse the distal colon and make it aseptic so 
that resection and anastomosis can be accomplished 
much more safely. After the anastomosis has se- 
curely healed, the mid-colic anus can be easily 
closed by the application of an enterotome clamp. 

Devine reports three illustrative cases in which 
he successfully applied the principles he advocates. 

EArt GarsipgE, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Millbourn, E.: On the Diastasuric Conditions in 
Cases of Jaundice Due to Malignant Tumors. 
Acta chirurg. Scand., 1934, xxiv, 47. 


In twelve (27 per cent) of forty-four cases of jaun- 
dice due to malignant tumor which were seen at the 
Lund Hospital the diastase content of the urine was 
increased to 512 mgm. per 100 c.cm. or above. In 
five cases it was found increased by several tests and 
in seven cases by one test. The only cause to which 
the increase could be attributed was an action ex- 
erted upon the pancreas in some unknown manner 
by the tumor process. In eleven cases the increase 
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was moderate, not exceeding 2,048 mgm. per 100 
c.cm. but in one case it was found by one test to 
be 16,384 mgm. per 100 c.cm. 

According to the cases seen in the Lund Hospital, 
localization of the tumor in the duodenal papilla or 
the extrahepatic bile ducts is associated with an in- 
crease in the diastase content of the urine more fre- 
quently than localization of the tumor at any other 
site. Like Foged, the author found no increase in the 
diastase content of the urine in cases of cancer of the 
pancreas. According to experience, therefore, the 
discovery of an increase in the diastase content of 
the urine in a case of jaundice tends to rule out can- 
cer of the pancreas. 

The diagnostic value of an increase of the diastase 
content of the urine in a case of jaundice in which the 
diagnosis lies between stone in the common duct and 
tumor cannot be considered extremely great for, 
although such an increase occurs in more than half 
of all cases of common-duct stone with jaundice, it is 
found also in a little more than one-fourth of all cases 
of tumor with jaundice. Only when the increase 
equals 4,096 or more does it indicate the presence of 
choledocholithiasis with much probability. 


Ross, L. I., and Tomasch, J. M.: Hyperinsulinemia 
Secondary to an Adenoma of the Pancreas. 
A Report of a Case with Operative Cure. Arch. 
Surg., 1934, Xxviii, 223. 


The case reported was that of a thirty-three-year- 
old man who was brought to the hospital by the 


police as an “alcoholic.” He had sustained a con 
tusion over the eye in a fall and, when found, was 
semicomatose. As he was still stuporous when 
brought to the hospital and as the clinical findings 
were essentially negative except for a leucocyte 
count of 16,000, a tentative diagnosis of alcoholism 
with cerebral cedema and fracture of the skull was 
made. When dextrose solution was given intra- 
venously to control the cerebral cedema the patient 
suddenly sat up and appeared to be entirely rational. 
Questioning failed to elicit a history of previous 
attacks, diabetes, or the use of insulin. 

The next morning the patient was again in coma 
and the blood sugar was 23 mgm. per 100 c.cm. 
The intravenous administration of dextrose solution 
was followed by quick recovery as before. After 
further tests a diagnosis of hyperinsulinism with 
hypoglycemia secondary to a tumor of the islands 
of Langerhans was made. At exploratory operation 
under spinal anesthesia a purplish cyst-like tumor 
2 cm. in diameter was found on the anterior surface 
of the inferior border of the midportion of the 
pancreas. This was shelled out. The patient made 
an uneventful recovery, and has been well ever 
since. Immediately after the operation the blood 
sugar was 99 mgm. per 100 C.cm. 

Microscopic examination showed the tumor to be 
made up of round and polygonal cells suggesting 
the alpha type of the Bensley terminology. 

STANLEY H. MENTZER, M.D. 
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Chossen, J., and Casalta, E.: A Study of the Ana- 
tomical Effects of Diathermocoagulation on 
Chronic Cervical Metritis (Etude des effets ana- 
tomiques de la diathermo-coagulation sur les mé- 
trites cervicales chroniques). Gynéc. et obst., 1934, 
XXiX, 97. 


The effect of diathermocoagulation upon lesions of 
the cervix differs from that of ordinary methods of 
cauterization (heat, chemical) as the tissue destruc- 
tion results from heat developed within, rather than 
only on the surface of, the tissues. The effect is 
therefore more extensive, since in ordinary cauteriza- 
tion methods the action never surpasses the point of 
direct application of the agent. The authors studied 
the cervical lesions before and after coagulation, 
made histological investigations of the effect of the 
coagulation upon the cervices of freshly excised uteri 
and upon neoplastic vegetations removed by this 
method, and performed biopsies on twelve patients 
at various stages following coagulation of chronic 
cervicitis. 

Macroscopically, the area at which the electrode 
was applied had a white velvety appearance. The 
surrounding tissues were congested and oedematous. 
In a few days a false diphtheroid membrane de- 
veloped. Sloughing of this membrane, accompanied 
by slight hemorrhage, occurred between the twelfth 
and fifteenth days. Granulation then developed, and 
cicatrization was usually complete after from five 
to six weeks. There was then no further evidence of 
the intervention. 

Microscopically, the effect depended upon the in- 
tensity of the coagulation. In neoplastic tissues in 
which pronounced coagulation was desired there was 
complete destruction of epithelial and connective 
tissue elements. In tissues coagulated after extirpa- 
tion, no marked reaction was noted; the epithelium 
remained intact while a few blood vessels showed 
cellular degeneration. In one case in which coagula- 
tion had been performed forty-eight hours before 
total hysterectomy, microscopic examination showed 
a normal surface epithelium overlying an area of col- 
laginous sclerosis with islands of round-cell invasion. 
It had been converted into a block of necrosis sur- 
rounded by dilated blood vessels and leucocytes, i.e., 
all the signs of massive necrosis. When the electrode 
was applied lightly few anatomical effects were 
noted; massive necrosis followed prolonged applica- 
tion. Three stages of healing are described: 

1. A stage of eschar, characterized by necrosis 
surrounded by fibrinous and leucocytic infiltration at 
the periphery. The epithelium is intact. The dura- 
tion of this stage of healing ranges from eight to 
fifteen days. 
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2. The stage of granulation which is accompa- 
nied by epithelial regeneration. This stage lasts for 
approximately forty days. 

3. Return to normal. 
existing inflammation. 

The various stages of healing are shown by photo- 
micrographs. Haroip C. Mack, M.D. 


Absence of all signs of pre- 


Soimaru, A.: Uterine Hzmorrhages in the Sec- 
ondary Stage of Syphilis (Sur les hémorrhagies 
utérines dans la période secondaire de la syphilis). 
Gynécologie, 1933, XXxii, 585. 

Uterine hemorrhages are not so frequent in the 
secondary stage as in the tertiary stage of syphilis. 
Their cause is often not recognized. Many hysterec- 
tomies have been performed for profuse uterine 
bleeding due to syphilis. 

The hemorrhages vary greatly in character. Asa 
rule they appear as menorrhagia or metrorrhagia. 
Sometimes they become so profuse as to cause death. 
Verchére reported a case in which death occurred 
after five days of profuse bleeding. 

No form of treatment except anti-syphilitic treat- 
ment can arrest uterine hemorrhages due to syphilis. 

Syphilitic women may have irregular menstrua- 
tion, oligomenorrhoea, or amenorrhcea. 

The gross anatomical findings in cases of hemor- 
rhage due to syphilis are few. The uterus is slightly 
enlarged and its walls are rigid so that the retractibil- 
ity of the uterine muscle is diminished. Sometimes 
the adnexa are also involved. 

The uterine mucosa is susceptible to the same 
secondary lesions as mucous membrane elsewhere. 

In examining a uterus removed because of cancer 
of the cervix, Portis found the uterine mucosa cov- 
ered with typical epithelium, the endometrium hy- 
perplastic and very oedematous, a diffuse infiltration 
of lymphocytes and plasma cells around the vessels, 
and spirochetes in the myometrium. After the op- 
eration the patient developed secondary syphilitic 
lesions of the skin. 

The diagnosis of uterine hemorrhages due to the 
secondary stage of syphilis is difficult. It is based on: 
(1) failure of treatment by rest and the use of styp- 
tics to arrest the hemorrhage, (2) a positive Wasser- 
mann reaction, and (3) immediate arrest of the 
bleeding by anti-syphilitic treatment. 

The author advises against diagnostic curettage 
for the following reasons: 

1. It is dangerous because it opens new vessels 
and, as the defensive powers of the uterus and adnexa 
are greatly reduced, it favors septic infection. 

2. It is useless because, the lesions of the endome- 
trium being small and difficult to localize, the small 
removed pieces may not show any changes of impor- 
tance on microscopic examination. 
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3. The therapeutic result is absolutely nil. 
The treatment indicated is the administration of 
neosalvarsan and bismuth. 
Isaac ANDRUSSIER, M.D. 


Jameson, E. M.: Tuberculosis of the Uterus and 
Fallopian Tubes, with a Report of Two Cases 
Treated with X-Rays. Am. J. Obst. & Gynec., 
1934, XXVH, 173. 

The author attempts to evaluate the results of 
current methods of treating tuberculosis of the in- 
ternal genital organs. He states that they are not 
satisfactory, and that genital tuberculosis must be 
regarded as a very serious condition. Unlike the 
common gonorrhoeal and puerperal inflammations 
of the tubes and uterus, in which the treatment is 
concluded when the diseased tissues have been re- 
moved, tuberculosis of these parts is only a local 
manifestation of a general condition and its treat- 
ment must be continued until the infection has been 
brought under control by the use of the measures 
which have been found efficacious in tuberculosis 
elsewhere in the body. 

There is urgent need for greater care in the 
diagnosis of the cause of inflammatory pelvic con- 
ditions. Microscopic examination of a routine hit- 
or-miss section through an inflamed tube is not 
sufficient. Guinea-pig inoculation is of value. 

The author reports two cases of tuberculosis of the 
uterus and fallopian tubes in which the roentgen 
rays were used in the treatment. 

Epwarp L. CorNELL, M.D. 


Cotte, G., and Bérard, M.: The Present Status of 
Myomectomy in the Treatment of Uterine 
Myoma (Sur la place actuelle de la myoméctomie 
dans le traitement des myomes utérins). Gynéc. et 
obst., 1934, XXiX, I. 


In spite of the recommendations of such men as 
Martin, Tuffier, Gouillioud, Giles, and Mayo, myo- 
mectomy has not yet been given the place it de- 
serves in the treatment of uterine myoma. In 1924, 
Labey and Tixier estimated from statistics on over 
10,000 cases that this intervention is used in only 
about 4 per cent. During the past ten years the 
choice of treatment has been chiefly between physio- 
therapy and total or subtotal hysterectomy. The 
immediate results of hysterectomy are very satis- 
factory and the mortality insignificant. In the cases 
of young women all of the undesirable effects of cas- 
tration must be reckoned with, and even in those of 
women past the menopause serious mental and 
psychic complications may develop, not to mention 
chronic rheumatism, osteo-articular pain, cellulal- 
gias, sensory visual disturbances, deafness, base- 
dowism, obesity, hypertension, affections of the ex- 
ternal genitals such as kraurosis vulve with vagin- 
ism, and loss of libido. It has been shown experi- 
mentally that hysterectomy causes changes in the 
pituitary and probably also in the adrenals and thy- 
roid, to which many of the symptoms are probably 
attributable. 


In certain cases hysterectomy doubtless remains 
the only intervention possible, but it should not be 
represented to patients as being the only operation 
promising cure in all cases nor even as the operation 
offering the least risk. As a matter of fact the opera- 


tive mortality of myomectomy is no greater than 


that of hysterectomy. 

Therefore between the medical treatment sufficing 
in certain cases in which the menopause aids involu- 
tion and radical measures of X-ray castration or 
hysterectomy, myomectomy finds a place, the more 
justifiable in that while, suppressing the lesion, it 
conserves the anatomical and functional integrity of 
the genital apparatus. 

Cotte and Bérard have made increasing use of this 
operation. Whereas early in their career they per- 
formed it in only 4 per cent of their cases, they now 
perform it in 47 per cent. Today, myomata are 
diagnosed earlier and are therefore seen at a stage 
more favorable for less radical intervention. 

The presence of multiple nodules in the uterus of 
a young woman does not necessarily indicate hyster- 
ectomy. Ina woman between forty and fifty years it 
would be an error of judgment to insist on myomec- 
tomy. The surgeon must always take into considera- 
tion the nature of the discharge and the condition of 
the cervix. In all cases with intermenstrual oozing of 
a more or less hemorrhagic type suggesting the pos- 
sibility of an associated cancer of the uterus, hyster- 
ectomy should be done. The difficulty in diagnosing 
the precancerous conditions of the uterine mucosa 
so common shortly before the menopause necessi- 
tates great caution in choosing myomectomy at this 
age. 

In all cases in which the cervix shows signs of lac- 
erations or scars from pregnancies or operations or 
patches of leucoplakia total hysterectomy is indi- 
cated. Age in itself should not be the determining 
factor for or against myomectomy. Even in the 
cases of older women with hypertension, provided 
there are no other contra-indications, myomectomy 
gives splendid results. 

It is, of course, especially the cases of young women 
in which myomectomy finds its chief indication. Of 
12 cases of myoma in women under thirty-five years 
of age, myomectomy was done in 11. In 19 cases of 
fibroma in women ranging from thirty-five to thirty- 
nine years of age, 15 myomectomies were performed. 
In the cases of women between forty and forty-four 
years of age myomectomy was done 11 times, but the 
number of hysterectomies increased to 18. In 28 
cases of women from forty-five to forty-nine years of 
age, there were 7 myomectomies and 21 hysterec- 
tomies. Finally in the cases of 12 women over fifty 
years of age, 3 myomectomies and 9 hysterectomies 
were done. Ina total of 102 cases of uterine myoma 
the authors performed 47 myomectomies and 54 
hysterectomies. Radium treatment was used in only 
I case. 

Other factors that may determine whether myo- 
mectomy or hysterectomy should be performed are 
anatomical conditions: the site and the nature of the 
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myoma, i.e., whether it is benign or has undergone 
malignant degeneration; and the presence or ab- 
sence of adnexal lesions. With regard to the ana- 
tomical conditions it is necessary to consider feasibil- 
ity of enucleation, the number of nodules, and the 
presence of adnexal complications and of secondary 
changes in the myoma. However there are no hard 
and fast rules. Multiple nodules are not necessarily 
a contra-indication to myomectomy. In their pres- 
ence, the surgeon may proceed with myomectomy as 
far as possible and if he finds that it will not suffice 
may perform a hysterectomy. Hysterectomy is in- 
dicated if the multiple nodules are too widely dis- 
seminated. Though myomata of the base of the 
uterus are especially suited to enucleation, good re- 
sults have often been obtained from myomectomy in 
cases of myomata of the lateral margin of the uterus 
even when they were in contact with vessels or situ- 
ated at the level of the isthmus. When there is a co- 
existent active inflammation of the adnexa, total 
hysterectomy is imperative, but in chronic adnexitis 
myomectomy may give good results. 

During these interventions the authors have found 
it necessary to open the uterus in 22 cases. There 
were no complications. The opened uterus was 
painted with tincture of iodine or mercurochrome. 
The cervix was never dilated and the drain never left 
in situ. On the other hand, great care was taken to 
obtain perfect hemostasis and to suture the uterine 
wall in 3 layers with catgut. Much depends upon the 
stability of the sutures. 

In 45 cases the abdominal route was used and in 2 
cases only the vaginal route. After removal of the 
myoma the uterine mucosa undergoes an involution 
somewhat comparable to that following childbirth, 
and after from three to six months the dimensions 
of the uterus are quite normal. 

The operative mortality of myomectomy is no 
greater than that of hysterectomy performed for the 
same condition. Only 1 of the 47 cases reviewed ter- 
minated in fatal sepsis, and only 1 of 100 women sub- 
jected to myomectomy since 1920 died of embolism. 
The embolism occurred on the fourth day after oper- 
ation. The immediate postoperative results are no 
worse than those of hysterectomy, but the tempera- 
ture may run a little higher for a few days. There 
seems to be no greater danger of embolism or throm- 
bosis. 

The authors have never seen a recurrence of 
myoma after operation. The risk of recurrence is 
less in older than in younger women. The risk of the 
secondary development of carcinoma is certainly no 
greater than after subtotal hysterectomy, and in fact 
in most cases in which cancer has developed after 
operation it has developed so rapidly as to suggest 
that the initial diagnosis was wrong. It is impera- 
tive, however, that precancerous lesions be recog- 
nized. When such lesions are found, hysterectomy is 
advisable. A particular advantage of myomectomy 
is that it preserves, and may even restore, reproduc- 
tive capacity. The authors, give a very brief résumé 
of their 102 cases. EpitH SCHANCHE Moore. 


Lauritzen, K.: Recurrences After Five-Year Cure 
in Carcinoma of the Cervix Radiologically 
Treated. Acta radiol., 1933, xiv, 575. 

This report is based on 1,016 cases of cancer of the 
cervix treated at Radiumhemmet in the period from 
1914 to 1925 inclusive. A five-year cure was obtained 
in 222. In 1932, 163 of the patients with a five-year 
cure were alive and still free from recurrence. Of the 
59 others, 24 had died without signs of cancer, 6 had 
died of intercurrent cancer, 27 were alive with recur- 
rences, and 2 had died from an unknown cause. 

After an observation time of from seven to eighteen 
years the incidence of recurrence was 12.2 per cent 
and after an observation time of from ten to eighteen 
years it was 15.5 per cent. The division of the cases 
of recurrence into age groups at the time of the first 
treatment agrees with the division of the total 
number of cases of cervical cancer. There is no rela- 
tion between the tendency toward late recurrence 
and the anatomical type of the tumor. The fre- 
quency of late recurrences is the same in the early 
and the more advanced cases. Deaths without 
evidence of recurrence occur proportionately more 
often in the more advanced cases. 

In the cases reviewed, 6 of the recurrences ap- 
peared in the cervix and adjacent portion of the 
vagina, 2 in the corpus uteri, 10 in the connective 
tissue and lymph-node areas of the pelvis, 2 in dis- 
tant parts, 5 at a site where the original location 
could not be determined, and 2 in an unknown site. 

Nine of the recurrences were manifested in the 
sixth year, 5 each the seventh and eighth years, 2 
each in the ninth, tenth, and eleventh years, and 1 
each in the twelfth and thirteenth years. Of the 4 
recurrences developing in the eleventh year or later, 
3 were definitely, and 1 was probably, situated in the 
uterus or close to it. 

In conclusion the author discusses the risk of late 
recurrence according to the number of years of cure. 


Lebedev, V.: Operative Treatment of Cervical Car- 
cinoma According to the Method of Faure 
(Operative Behandlung des Collumcarcinoms nach 
der Methode von Faure). Ginek., 1933, v, 63. 


The author reports on 349 cases of cervical cancer 
which he operated upon in the period from 1924 to 
1932. As there was no possibility of obtaining irradi- 
ation therapy, it was necessary to operate in cases of 
types which are usually regarded as inoperable. 
Operation is not contra-indicated by infiltrations of 
the parametrium if they have not reached the pelvic 
wall; neither is it contra-indicated by spreading of 
the cancer to the vaginal wall or poor mobility of the 
uterus due to changes in the adnexa or the pelvic 
peritoneum. 

The cases reviewed, which were all much the same, 
are divided into 2 groups. Those in the first group 
were operated on only according to the method of 
Wertheim. In 142 operations by this method there 
were 28 deaths, a mortality of 19.7 per cent. Of the 
cases in the second group, only those in the early 
stages were operated upon according to the method of 
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Wertheim. When the infiltration extended from the 
portio to the parametrium and vagina, the Faure 
method (Mikulicz tamponade) was employed. In 
207 operations in the second group of cases there 
were 25 deaths, a mortality of 12 per cent. Among 
these operations there were 88 performed according 
to the method of Wertheim, with 7 deaths, a mor- 
tality of 7.9 per cent, and 119 performed according 
to the method of Faure, with 18 deaths, a mortality 
of 15 per cent. The lower mortality in the cases in 
which the Faure method was used is to be attributed 
to the lower incidence of peritonitis following the 
operation. In early cases the Faure method does not 
offer any special advantages. 

The 207 cases of the second group are divided into 
the following 4 subgroups: (1) 88 early cases, in 
which there were 7 deaths, a mortality of 7.9 per 
cent; (2) 46 cases in which the mobility of the uterus 
was not impaired but the involvement had spread to 
the vagina and the parametrial tissues, in which 
there were 2 deaths, a mortality of 4.3 per cent; (3) 
56 cases with impairment of the mobility of the 
uterus, metastases to the lymph glands, and exten- 
sion of the infiltration to the urinary tract, in which 
there were 7 deaths, a mortality of 12.5 per cent; and 
(4) 17 absolutely neglected cases with extensive infil- 
tration into the small pelvis and larges masses of 
glands, in which there were 8 deaths, a mortality of 
47 per cent. Six of the 8 deaths were due to peritoni- 
tis, 1 was due to cachexia, and 1 to sepsis. In 2 cases 
it was necessary to implant the ureters into the 
bowel, and in 1 case to sever the ureter. 

Following the Faure method, convalescence was 
free from complications. Severe peritoneal irrita- 
tion, which was quite frequent after the Wertheim 
operation, did not occur after the Faure operation. 
However, the healing of the vaginal wound takes 
considerable time. The time required for the opera- 
tion in the second group of 207 cases ranged from 
forty minutes to one hour and forty-five minutes. 
The use of the Mikulicz tamponade is not a time- 
saving procedure. Von Knorre (G). 


EXTERNAL GENITALIA 


Deutsch, A.: Melanoma of the Vulva (Zur Kenntnis 
der Vulvamelanome). Zevtralbl. f. Gynaek., 1933, p. 
2793- 


Melanomata of the vulva are rare. They may be 
chiefly carcinomatous or chiefly sarcomatous or of a 
mixed type. Frequently they resist the most exten- 
sive surgical procedures followed by irradiation. 

In the case reported by the author, that of a ca- 
chectic woman seventy-eight years old, it was possi- 
ble only to remove the soft, blackish, plum-sized, 
pedicled tumor at its implantation on the posterior 
wall of the urethral orifice. There remained two 
dark streaks in the mucosa, one, 3 mm. wide, on the 
anterior wall of the vagina, bordering on the pedicu- 
lar attachment, and the other, 14 cm. wide and 1 cm. 
long, on the undersurface of the anterior commissure. 
Neither of these dark areas produced an elevation of 


the mucosal surface. There were no warts. Six 
months later the dark streak on the anterior com- 
missure had begun to enlarge, and soon thereafter 
the patient died. Autopsy was not performed. 

Besides many necrotic areas, the tumor showed 
epithelial cells in an alveolar arrangement containing 
varying amounts of granular pigment. Mitoses 
were few. 

Melanomata of this type may occur at any age, 
and in nullipare as well as multipare. The assump- 
tion of a genetic relationship between the tumor 
growth and the hypophysis has not been sub- 
stantiated. R. MEYER (G). 


Robinson, A. L.: Vulvoperineorrhaphy. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 1. 


The author discusses the anatomical, functional, 
physiological, cosmetic, and psychic aspects of the 
repair of lacerations of the perineum involving the 
rectal muscle and sphincter. 

For reconstruction of the anus and vulva he makes 
an H-shaped incision starting from the curved lateral 
border of the retracted anal sphincter behind and 
extending to an area in front and well outside of, 
the labia minora. The H is completed by cross 
cutting through the edge of the rectovaginal junction 
and excising the scar. This restores the natural 
shape of the vulva and prevents narrowing of the 
vulval orifice and shortening of the vagina. 

The bowel is mobilized freely, the scar tissue re- 
moved, and the mucosa approximated bya con- 
tinuous suture of plain catgut. The rectal muscle is 
sutured with a continuous plain Lembert suture. 

The rectal sphincter is sutured in the usual man- 
ner with No. 3 catgut. From four to six sutures are 
taken in the levators. In order to obliterate all dead 
space, these sutures are made to include the under- 
surface of the vaginal mucosa. The superficial 
perineal muscles are sutured in a separate layer, and 
the skin is closed with interrupted sutures. 

During the closure of the rectum a 1:80 carbolic 
solution is used as an antiseptic. 

After the operation, catheterization is done for the 
first four days and the bowels are kept closed for a 
week. One ounce of mineral oil is given every three 
hours on the seventh day, 1 oz. of castor oil on the 
morning of the eighth day, and a small olive oil 
enema on the evening of the eighth day. 

Of fifty women subjected to this operation, forty- 
eight are reported to have satisfactory functional 
results as manifested by the ability to retain flatus. 
In one of the two cases in which healing failed to 
occur tuberculosis of the rectum was suspected. 

W. R. Frazier, M.D. 


Elaut, L.: Transcervical Derivation of the Urine in 
the Treatment of Vesicovaginal Fistulae (De la 
dérivation transcervicale de l’urine dans la cure des 
fistules vésico-vaginales). J. d’urol. méd. et chir., 
1934, XXXVii, 21. 


Derivation of the urine has been given special at- 
tention in the surgical treatment of urinary fistula 
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only recently although as early as 1852 Sims in- 
cluded it among the factors essential for successful 
results. 

After pointing out the disadvantages of the proce- 
dures in use, Elaut describes a new method, trans- 
vesical derivation, which he believes fulfills the re- 
quirements for good results, namely, protection of 
the freshly restored vesical wall from injury and con- 
tamination by urine. 

Transvesical derivation of the urine is established 
through the anterior wall of the uterine cervix by 
means of a curved metal tube which carries the urine 
into the urinal by way of the vagina and through the 
perineum. The fistula is then closed by denudation 
and suture according to the classical method of 
Duboué. 

The distance between the vagina and peritoneal 
cavity varies in different subjects. It is greater in 
virgins than in multipare and diminishes markedly 
after the menopause. In normal subjects during the 
sexual period it averages 35 mm. In cases of uterine 
or adnexal lesions it may be 50 or even 60 mm. 

The point of vesico-uterine contact is located at 
the level of the cervix and the greatest transverse 
diameter of the bladder, about 40 mm. from the line 
which unites the two ureteral meati. 

The point of greatest declivity of the bladder is 
about 40 mm. behind the interureteral bar, half of 
the vaginoperineal distance and 18 mm. from the 
vaginal orifice of the cervix. It is at this point that 
the tube of derivation should be inserted. Injury to 
the vessels may be avoided by adhering closely to the 
median line. 

General or spinal anesthesia may be used accord- 
ing to the condition of the patient. The patient is 
placed in the gynecological position, the head a little 
lower than the pelvis. The steps in the operation are 
three, namely: (1) exposure of the vagina, (2) inser- 
tion of the tube of derivation, and (3) closure of the 
fistula. 

To expose the vagina the labia majora are sutured 
with a catgut suture to the skin at the level of the 
sciatic tuberosity. If this exposure is insufficient, the 
perineum must be incised. With a Museux forceps 
the anterior lip of the uterine cervix is seized and 
drawn downward and forward. The anterior vaginal 
wall then presents at the vulvar opening, exposing 
the fistula. The urinary meatus is repaired and a 
catheter slipped into the urethra. 

The authors have constructed a special tube for 
transcervical derivation. It is made of non-rusting 
metal and curved in a semicircle. Its diameter is 
5mm. At its vesical extremity it has a pair of lateral 
perforations 1 cm. long and 2 mm. wide and just be- 
low them two small holes to admit the horsehair 
sutures. At the extravesical extremity a rubber tube 
can be attached to carry the urine to the urinal. 
Within the tube fits a mandrin graduated in centi- 
meters which is 5 cm. longer than the tube and has 
an annular attachment which can be adjusted and 
fixed by means of a screw. To insert the tube it may 
be necessary in some cases first to dilate the cervix 


slightly. The mandrin is inserted into the tube so 
that its point does not pass beyond the vesical ex- 
tremity of the tube, and the tube thus prepared is 
inserted through the urethra into the bladder to the 
point of contact with the uterus. If the fistular ori- 
fice is sufficiently wide, a finger may be inserted into 
the bladder as a guide. Once the point of contact 
has been located, the left index finger introduced into 
the posterior vaginal cul-de-sac or applied at the 
level of the dilated uterine cervix will serve to fix the 
cervix against the point of the tube and to feel it 
through the muscular wall. The mandrin is then ad- 
vanced to pierce the bladder and uterus successively. 
As a result, the tube slides forward until its extrem- 
ity becomes visible in the vaginal orifice of the cervix. 
The trocar is then removed. In order to avoid injury 
to the vessels it is necessary to adhere strictly to the 
median line. 

To create a path of derivation a trocar exactly 
similar to the one employed in inserting the tube is 
used. With the index finger introduced into the rec- 
tum, the tube with its mandrin is inserted through 
the tissues of the perineum for a distance of about 
2 cm. from the right lateral margin of the anus and 
directed toward the cervix. If the perineum has been 
incised, the pointed extremity of the tube-trocar 
comes out at the lower end of the incision. If peri- 
neal incision has not been necessary the tube-trocar 
will perforate the posterior vaginal wall at the level 
of the posterior lip of the cervix. The point of the 
trocar extending beyond the apex of the tube is 
pushed into the opening of the first tube which is in 
the bladder. With the use of the vesical tube as a 
guide, the perineal tube is inserted into the bladder. 
After its introduction into the bladder the trocar is 
removed and the tube is inserted to the orifice of the 
fistula and fixed by means of a horsehair suture 
passed through the two small holes described. The 
ends of the suture are seized with a Kocher forceps 
and passed into the urethral canal, carried outward 
by the meatus, and firmly grasped in the forceps and 
the forceps are locked. The most convenient posi- 
tion for the tube is determined by passing backward 
and forward, and the tube is fixed in this position at 
the urinary meatus by the horsehair sutures. Closure 
of the fistual is then done. 

This consists of two stages: (1) denudation of the 
vesicovaginal partition according to the classical 
procedure of Duboué and mobilization of the flaps, 
and (2) closure in two planes isolated and super- 
posed, first of the bladder and then of the vagina. 
Stoeckel recommends fine metal sutures or sutures of 
horsehair for the vagina and a continuous suture of 
catgut for the bladder. The operation is concluded 
by placing a Pezzer catheter in the urethra in such a 
way that the vesical extremity of the catheter does 
not pass beyond the internal orifice of the urethra. 
Water is then injected through the urethral cathe- 
ter. The water should escape completely through 
the transcervical tube of derivation. 

After the operation the patient is placed on her 
back in bed. The Pezzer catheter is not left in place 
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permanently. It is introduced only to permit daily 
irrigation of the bladder with a 2:1,co> solution of 
silver nitrate and is removed after each irrigation. A 
rubber tube carries the urine to the urinal which is 
placed between the patient’s legs. The patient should 
remain lying on her back as flat as possible. The 
escape of urine must be most carefully watched. At 
the slightest suspicion of obstruction, sterilized wa- 
ter is instilled to remove the clot. However, the daily 
irrigations usually insure good drainage. At about 
the tenth day, the tube is removed. When the 
horsehair sutures are cut the tube will come out with 
slight traction. The tunnel it leaves closes com- 
pletely. Its closure may be accelerated by giving 
the patient ergotine for a few days. 

Transcervical derivation is superfluous for small 
fistula, but is indicated in cases in which there has 
been an extensive loss of tissue. It would probably 
be of use also in cases of vesicocervicovaginal fis- 
tula. Two cases are reported in detail. 

EpITH SCHANCHE MOoRE, 


MISCELLANEOUS 


Schockaert, J. A., and Siebke, H.: The Content of 
Gonadotropic Hormones in the Anterior Lobe 
of the Human Hypophysis (Gehalt des mensch- 
lichen Hypophysenvorderlappens an gonadotropen 
Hormonen). Ze.tralbl. f.Gynaek., 1933, p. 2774- 

It has never been possible to produce premature 
spermatogenesis in young animals with gonotropic 
hormones obtained from urine, but Schockaert 
achieved this effect by injecting an emulsion of the 
anterior lobe of the hypophysis. The authors used 
the human hypophysis in a similar manner to deter- 
mine whether a greater quantity of gonadotropic 
hormones could be obtained in this manner than by 
the implantation done previously. For this purpose, 
anterior lobes of the hypophysis, within twenty-four 
hours after death, were ground in a mortar with 
about three times their volume of sterile sand and 
about 20 c.cm. of sterile water. The sediment of the 
reddish-yellow fluid, which was obtained by brief 
centrifugalization, yielded a considerably larger 
amount of the gonadotropic hormones of the anterior 
lobe of the human hypophysis than was demon- 
strated previously by implantation 

Up to 4,000 mouse units of Hormone A and up to 
1,500 mouse units of Hormone B were found in the 
anterior lobe of the hypophysis of women and up to 
3,000 mouse units of Hormone A and up to 1,000 
mouse units of Hormone B in the anterior lobe of the 
hypophysis of men. Therefore 1 gm. of this organ 
may contain from 8,000 to 10,000 mouse units of 
Hormone A and about 3,500 mouse units of Hor- 
mone B. The observation of Philipp that after de- 
livery and after abortion the hypophysis of women 
contains very much less gonadotropic hormone than 
the hypophysis of men and non-pregnant women, 
was confirmed. Fifteen days after abortion consid- 
erable quantities of hormone were again found. The 

difference in the hormone content of the anterior 


lobe of the hypophysis of the adult and the newborn 
is considerable, for even in one-fifth of the anterior 
lobe of the hypophysis of a newborn child no gonado- 
tropic hormone could be demonstrated. In the ante- 
rior lobe of the hypophysis of women the content of 
gonadotropic Hormone B appeared to be greater 
after the menopause than at the time of sexual ma- 
turity. In diseases of long duration which lead to 
death from marasmus and cachexia, there is a de- 
crease in the hormone content of the anterior lobe of 
the hypophysis. The high hormone values found ex- 
plain why up to this time better results were obtained 
from the implantation of fresh animal hypophysis 
(Ehrhardt) than with the hormone content of the 
urine of pregnancy which had only a comparatively 
slight therapeutic effect. H. SreBkeE (G). 


Witherspoon, J. T.: Diurnal Incontinence in 
Women. Arch. Surg., 1934, xxviii, 548. 


Diurnal incontinence usually follows the trauma 
of childbirth, but is often associated with no visible 
injury or infection of the bladder and has no relation 
to vesical fistulae. Its onset is slow and insidious. 
The first sign is the escape of a few drops of urine 
when the woman coughs, sneezes, or makes any sud- 
den movement which increases the intra-abdominal 
pressure. The condition may progress slowly until a 
continuous leak occurs, but occasionally it remains 
unchanged. Its limits vary between a slight drib- 
bling on exertion to loss of urine which continues 
even when in the recumbent position. 

The condition should not be confused with fre- 
quency of urination in which there is no wetting of 
the clothes from urinary dribbling or leakage. Ur- 
gency of urination is also different from incontinence 
and frequency. In urgency, the desire to urinate 
must be satisfied at once. With increased frequency 
and urgency there is always first the desire to 
urinate, whereas in incontinence the urine passes 
without the desire to urinate and even against 
voluntary effort to control it. The condition is well 
described as “‘leaky bladder.”’ 

Diurnal incontinence may occur in nulliparous 
women, but is most common in parous women over 
forty years of age. In the latter, its degree is in 
general dependent upon the number of children 
borne. : 

Contrary to the current belief, diurnal inconti- 
nence is not always associated with the more obvious 
forms of genital displacements, cystocele and 
prolapse. In fact, in prolapse, retention of urine 
occurs. 

The diagnosis of diurnal incontinence is not always 
easy. It must be remembered that urinary control 
is less certain in women than in men. It is often 
difficult to determine whether the incontinence is 
due to disturbance of the nerve control of the 
sphincters or weakness or injury of the muscles. In 
the case of the nulliparous woman who has never had 
an operation it must be assumed that the condition 
is the result of nerve disturbance or progressive 
muscular weakness. With the patient in the knee- 
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chest position and the bladder distended with air or 
water, the function of the sphincter may be observed 
with the endoscope. When the tonicity of the vesical 
sphincter is normal, the vesical sphincter closes over 
the end of the endoscope as the instrument is with- 
. drawn. In diurnal incontinence prompt contraction 
of the sphincter generally does not occur. 

The act of urination is performed through the 
reciprocal stimulation and inhibition of the vesical 
sphincters and the bladder musculature, aided by a 
voluntary increase of the intra-abdominal pressure. 
The complexity of the urination reflex is emphasized. 
No matter what the causative mechanism at the 
onset of urination, immediate cessation of urination 
is difficult after the urine has begun to pass the 
sphincteric levels as the sphincteric control is then 
reflexly inhibited. 

Weakness of the natural fixation of the base of the 
bladder is believed by the author to be an important 
factor in the mechanism of diurnal incontinence. 
Anteriorly, the neck of the bladder and upper part 
of the urethra are attached to the symphysis pubis 
by comparatively strong fibrous bands, while 
posteriorly they are incorporated only with the 
anterior vaginal wall, which is prone to become dis- 
placed as the result of obstetrical injuries. Relaxa- 
tion of the inferior neck of the bladder and posterior 
urethra drags on the anterior vesical supports and 
forms a type of suspensory ligament which causes a 
funnel-shaped orifice to occur at the internal urethral 
meatus. It seems probable that in the presence of 
such a funnel-shaped relaxation of the internal 
sphincter (ready to pass urine) and the associated 
complex urination reflex (when once the urine passes 
the urethral sphincter more urine flows freely), 
incontinence would be the result of sudden ab- 
dominal strain, even when no cystocele is present. 
In the presence of cystocele, even when incontinence 
is absent, the musculofascial sheath retains its 
tension in the region of the neck of the bladder and 
urethra both posteriorly and anteriorly, but is 
weakened over that portion of itself which is 
angulated on the anterior vaginal wall and is 
ultimately inserted into the cervix. The damage 
causing incontinence alone and that causing cysto- 
cele alone must therefore occur at different places. 
Incontinence is definitely associated with weakness 
of the posterior aspect of the neck of the bladder and 
the urethra, but the anterior attachments to the 
pubis remain intact and thus support the base of the 
bladder by the anterior wall of the sphincter. True 
cystocele is a bladder hernia protruding between the 
edges of the separated fascial layer supports and 
therefore is not necessarily associated with damage 
to the sphincter. 

The operative technique used by the author is 
similar to that advocated by Kelly. The purpose of 
the operation is to insert two tiers of mattress 
sutures to include and imbricate on themselves the 
tissues of, and adjacent to, the neck of the bladder, 
the sphincter muscle, and the posterior urethra so 
that these surrounding fibromuscular tissues are 


enfolded on themselves against the floor of the 
posterior urethra. By this means the urethral lumen 
is narrowed from side to side at this point. The 
adjacent tissues are sufliciently secured so that there 
is re-established a point of support from which the 
sphincter can act. Indeed, if plication is done where 
it is believed the sphincter of the bladder should be 
located and the sphincter is restored to its normal 
location, cure of the incontinence will usually be 
obtained. Undue tension on the sutures must be 
avoided as it may cause sloughing. An important 
stitch is the suture on the neck of the bladder to 
insure additional narrowing of the urethral orifice 
superior to the sphincter. The exact placing of this 
suture is not always easy. 

Of most importance in the postoperative care is 
the prevention of infection and overdistention of the 
bladder. The procedure of choice for this purpose is 
the insertion of an indwelling catheter at the time of 
operation or catheterization every six or eight hours 
after the operation. 


Serdukoff, M. G., and Soulimova, A. N.: The Use 
of Avertin Anzsthesia in Gynecology and Ob- 
stetrics (Sur l’emploi de |’anésthesie a |’avertine en 
gynécologie et obstétrique). Gynécologie, 1933, 
Xxxii, 542. 

Avertin is highly recommended as a hypnotic for 
general anesthesia. To make the sleep as normal as 
possible, the patient must be prepared psychically 
and must be given a hypnotic the night before and 
a narcotic shortly before the operation. Avertin 
prevents the development of psychic disturbances 
in the pre-operative and postoperative period. The 
retrograde amnesia of avertin anesthesia depends 
upon this influence. 

To render avertin anesthesia harmless, it is neces- 
sary to regulate the dose of avertin according to the 
constitution, height, and weight of the patient. 
The state of nutrition and the presence of cachexia 
and anemia must also be considered. 

Avertin is contra-indicated in diseases of the kid- 
neys, liver, and colon, ruptured ectopic pregnancy, 
and hypotonia. 

Avertin anesthesia is especially to be recom- 
mended for patients with pulmonary and cardiac 
disease, hypertension, or cardiac sclerosis, and for 
those who are old. It is ideal for prolonged opera- 
tions. Isaac ANDRUSSIER, M.D. 


Turunen, A. O. I.: Postoperative Adhesions and 
Their Prevention Especially After Gynecologi- 
cal Laparotomies. Clinical and Experimental 
Investigations (Ueber die postoperativen Ver- 
wachsungen und deren Verhuetung speziell iva 
Anschluss an gynaekologische Laparotomien. KI]:n- 
ische und experimentelle Untersuchungen). ~‘cta 
Soc. med. Fennicae Duodecim, 1933, xviii, asc. 
2, 3) 4- 

After gynecological operations the formation of 

adhesions is a very common complication which im- 

pairs the results of operation, gives rise to symptoms, 
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and in many instances necessitates a second laparot- 
omy. 

The author’s clinical and experimental material 
seems to show that the most important causes of the 
formation of adhesions following gynecological op- 
erations are mechanical injury of the peritoneum and 
the technical operative procedure. Bacterial infec- 
tion, in itself, is apparently of only secondary impot- 
tance. 

Clinical experiments indicate that the use of the 
seroserous method of suture and careful covering 
of all rough surfaces produced by the operation and, 
if necessary, peritonization with the aid of the sig- 
moid or rectum and the Wichmann small intestine 
peritonization will considerably reduce the incidence 
of postoperative intestinal occlusion and the symp- 
toms produced by adhesions which necessitate re- 
laparotomy. 


In experiments on animals it was found that con- 
siderably fewer adhesions developed at the seroser- 
ous site of peritoneal suture than at the site of nee- 
die puncture. This was confirmed occasionally at re- 
laparotomies, which showed also that when perit oni- 
zation was done with the use of the small intestine, 
sigmoid, and rectum there is a striking decrease in 
the formation of adhesions at the site of operation. 

No disadvantage was observed during convales- 
cence or in the subsequent condition of the patient 
from the use of these-methods of suture and peritoni- 
zation. They do not seem to increase either the 
postoperative mortality or morbidity and under cer- 
tain conditions seem to have such a favorable effect 
that in cases in which the patient’s general condition 
allows the slight increase in the duration of the op- 
eration which they require their use may well be 
recommended. Louis NEuwELt, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Mack, H. C., and Agnew, G. H.: A Comparison of 
the Aschheim-Zondek and the Friedman Tests 
in Normal and Abnormal Pregnancy. Am. J. 
Obst. & Gynec., 1934, xxvii, 232. 

The literature on hormone tests for pregnancy and 
the authors’ own experience with 546 Aschheim- 
Zondek and 566 Friedman tests demonstrate that 
both methods are very accurate, but that the 
Friedman test is slightly more accurate as well as 
easier and quicker than the Aschheim-Zondek test. 

Of proved cases of normal pregnancy, the authors 
found the Aschheim-Zondek test accurate in 97.3 
per cent and the Friedman test accurate in 97.8 per 
cent. 

Of the cases of patients definitely determined not 
to have been pregnant, an accurate result was ob- 
tained by both methods in 08.5 per cent. 

In cases of abnormal or interrupted pregnancy the 
result of the test should be interpreted with the 
clinical findings. A negative test signifies either ab- 
sence or interruption of pregnancy. A positive test 
strongly suggests the presence of living fetal ele- 
ments, but because of temporary persistence of 
elimination of the hormone, it does not exclude recent 
interruption of the pregnancy or fetal death. 

In cases of hydatidiform mole and malignant 
chorionepithelioma, the amount of hormone excreted 
is many times greater than that in normal pregnancy. 
The persistence of positive tests after treatment of 
these neoplasms strongly suggests continued chori- 
onic proliferation. Epwarp L. Cornett, M.D. 


Mikulicz-Radecki, F. von: Placenta Previa (Pla- 
centa praevia). Muenchen. med. Wehnschr., 1933, ii, 
1848. 


Although the claim of Stoeckel that every hemor- 
rhage in the second half of pregnancy and at the 
beginning of labor is due to placenta previa is gen- 
erally held to be true and is absolutely decisive for 
the midwife, the physician must bear in mind the 
fact that occasionally a number of other causes of 
hemorrhage must be considered. The author briefly 
reviews the causes and dangers of placenta previa 
and emphasizes the necessity for quick action on the 
first appearance and the recurrence of bleeding. 

Placenta previa demonstrates with great clear- 
ness the relative efficiency of home and clinical ob- 
stetrics. Under all circumstances, the woman with 
placenta previa belongs in the hospital where the 
mortality of this condition can be reduced to one- 
third the mortality of delivery in the home. The 
chance of saving the life of the child is also consider- 
ably better in hospital delivery. The advantages of 
hospital delivery lie in the absolute preparedness for 
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operation, the inclusion of cesarean section in the 
treatment for placenta previa, the certainty of suffi- 
cient assistance in case of tearing of the cervix or 
atony, and the constant possibility of immediate 
blood replacement. 

For the diagnosis the symptom of bleeding must 
be considered absolutely sufficient. Confirmation of 
the diagnosis by vaginal examination without will- 
ingness and preparation of the physician to carry 
out the subsequent treatment is malpractice. 

In discussing the various therapeutic measures for 
placenta previa the author characterizes packing of 
the vagina as a very poor method of treatment. If 
rupture of the membranes is not sufficient, version is 
the surest method, but in this procedure nothing 
may be done under any circumstances to save the 
life of the child. Metreurysis must be reserved for 
cases in which the loss of blood is still slight. After 
delivery there is very great danger of bleeding. Im- 
mediate expression or manual separation of the pla- 
centa is necessary if there is renewed hemorrhage. 
Therefore. after delivery of the placenta tight pack- 
ing of the vagina and the application of a pressure 
T-bandage are advisable. The practitioner outside 
of the hospital must direct his entire attention to the 
mother and cannot consider the child. 

KeEsster (G). 


Nuernberger, L.: The Modern Treatment of 
Vomiting in Pregnancy (Die moderne Behand- 
lung des Schwangerschaftserbrechens). Fortschr. d. 
Therap., 1933, ix, 390. 


In reviewing the modern treatment of vomiting 
in pregnancy, the author emphasizes the importance 
of differentiating between emesis and hyperemesis. 
In emesis, successful results may generally be ob- 
tained with light narcotics (luminal, vasano, nau- 
tosan), codein, anesthesin, chloroform water, or 
iodine water. In hyperemesis, successful treatment 
is much more difficult and requires removal of the 
patient from the home environment, temporary 
withholding of nutriment or water by mouth, the 
subcutaneous administration of physiological salt 
solution, and the administration of 10 per cent glu- 
cose solution by proctoclysis. In the author’s 
opinion the administration of insulin is not neces- 
sary. In some cases, injections of saline solution, 
horse serum, or pregnancy serum may be required. 
It is important also to know when interruption of 
the pregnancy should be considered. There is no 
absolute criterion for deciding this. The best guide 
is the clinical condition. According to Saenger there 
is no danger before the ninth week. Therefore in- 
terruption of the pregnancy need not be considered 
before the end of that time. After that length of 
time an increase in the bilirubin in the blood above 





48 INTERNATIONAL ABSTRACT OF SURGERY 


2 mgm. per 100 c.cm., the appearance of albumin in 
the urine, an increase in the temperature, a decrease 
in the amount of urine, symptoms of neuritis, and 
an increase in the pulse frequency are of great prog- 
nostic importance. Acetonuria alone cannot be con- 
sidered an indication as it indicates merely an inade- 
quate carbohydrate intake. Particularly note- 
worthy besides the increase in the bilirubin in the 
blodd is the rise in the temperature, which must be 
considered a very serious sign as it is evidence of an 
infection in the weakened organism or a so-called 
toxic fever due to irreversible cell changes. After 
interruption of the pregnancy a blood transfusion 
may be necessary. Later complications mentioned 
are polyneuritis, Landry’s paralysis, and, in the 
later months of pregnancy, eclampsia and acute yel- 
low atrophy of the liver. KessLer (G). 


LABOR AND ITS COMPLICATIONS 


Siegel, P. W.: The Frequency of Perineal Lacera- 
tion (Zur Frage der Dammrissfrequenz). Zentralbl. 
f.Gynaek., 1933, p. 2788. 

Beginning with a discussion of the relative effi- 
ciency of clinic and home obstetrics, the author re- 
ports his findings in a study of the daily records of 
midwives. These figures, which include operative 
procedures as well as maternal and infantile mortal- 
ity, are compared with the figures of voluntary 
reports made by physicians in reply to a question- 
naire sent out by Winter. 

The author reviews a total of 5,435 deliveries by 
midwives. Whereas the deliveries by obstetricians 
which were reviewed by Winter included 1,100 oper- 
ative deliveries, those reviewed by the author in- 
cluded only 416 operative deliveries. Nevertheless 
the absolute number of stillbirths reported by the 
midwives exceeded the number which were reported 
by Winter. 

The incidence of early death (up to the tenth day) 
of the infants delivered by operative measures was 
also determined. This was very high, being more 
than 6 per cent after extractions and 12 per cent 
after versions. Very many of the women had poorly 
healed perineal lacerations. The author found that, 
of 200 women, one-fourth had poorly healed perineal 
tears of which they were unaware. 

Three thousand five hundred spontaneous hospi- 
tal deliveries were compared with the same number 
of spontaneous deliveries attended by midwives with 
regard to the frequency of perineal laceration. In the 
cases of women delivered in the hospital the inci- 
dence of tears was 19.68 per cent, whereas in the 
cases of women attended by midwives it was only 4.1 
per cent. However, this fact does not warrant the 
conclusion that obstetrics in the home is far superior 
to obstetrics in the hospital. The difference in the 
reported incidence of tears can probably be ex- 
plained more correctly by the assumption that, un- 
der the unfavorable conditions attending delivery in 
the home, the occurrence of a perineal tear may not 
be recognized or that the midwife does not desire to 


report herself as inexperienced and incapable. In lay 
circles the midwives who call upon the physician 
least frequently are believed to be the most efficient. 
The author sees a remedy for this state of affairs in 
the old form of bonus arrangement whereby the mid- 
wife was awarded an additional fee for calling in a 
physician. To prevent the erroneous conclusion that 
the high incidence (19.68 per cent) of perineal lacer- 
ations in the hospital is to be attributed to the train- 
ing of midwife students, the author has divided the 
frequency of perineal laceration according to whether 
the perineal support was carried out by physicians, 
volunteer assistants, interns, midwife nurses, or mid- 
wife students. The incidence of tears was lowest, 
17.7 per cent, in the cases in which the perineum was 
supported by midwife nurses, and next lowest, 19.7 
per cent, in those in which it was supported by mid- 
wife students. In the cases in which the support was 
given by physicians or interns it was higher. This is 
explained by the fact that the physicians took a hand 
only in complicated cases. 

From these figures it is evident that the incidence 
of perineal tears will be relatively high even in the 
cases of women attended by excellent midwife nurses 
of long experience, and that the incidence recorded 
in their daily records by midwives outside of hos- 
pitals is doubtless too low. HeEtnz Kircuorr (G). 


Olsen, A.: Interference with Labor by Obstructing 
Tumors (Geburtsbehinderung durch verstopfende 
Geschwuelste). Hosp.-Tid., 1933, p. 588. 


The author reports three cases of interference with 
labor by an obstructing tumor. 

The first case was that of a thirty-year-old pri- 
mipara at term. A cervical tumor the size of a child’s 
head extended half into the true pelvis. The cervical 
os was half-moon shaped with the convexity directed 
anteriorly. The tumor was situated in the posterior 
wall. Cervical cesarean section was done. After 
enucleation of the tumor, a myoma, the incision was 
extended upward and a 2,600-gm. living female in- 
fant 50 cm. long was delivered. The tumor bed was 
then sutured and a drain extending from the cavity 
of the uterus into the vagina was introduced. The 
patient recovered. Histological examination showed 
the tumor to be a fibromyoma with oedema, necrosis, 
and inflammatory infiltration. 

The second case was that of a primipara sixteen 
years old who was within four weeks of term. A 
firm and only very slightly movable tumor, the size 
of a fist, was found to the left of the sacrum in the 
lesser pelvis. At laparotomy, a retroperitoneal tu- 
mor firmly attached to the first and second sacral 
vertebre was removed chiefly by blunt dissection. 
The left ureter, which ran downward over the tumor, 
was displaced anteriorly and to the left. The rectum 
was displaced posteriorly and to the right. After the 
introduction of several sutures in the bed of the 
tumor the wound was closed. The pregnant uterus 
was left unopened. The operation was followed by a 
rise in the temperature. Seven days later labor pains 
and rupture of the membranes occurred and a macer- 
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ated fetus was. delivered after perforation. The 
abdominal wound healed by secondary intention. 
Microscopic examination of the tumor showed it to 
be a neuroganglioma. The author believes it would 
have been better if the cesarean section had been 
performed before removal of the tumor. 

The third case was that of a primipara thirty- 
eight years old. Since her twentieth year of age, sub- 
cutaneous hypertrophic flaps of skin (cutis pendula) 
had formed in various parts of her body. The skin 
overlying these parts showed areas of elephantiasic 
changes and pigmentation. Hypertrophic folds of 
skin almost completely obstructed the approach to 
the vagina. In spite of this, a pregnancy of ten 
weeks’ duration was found. Around the vagina it 
was possible to feel tumor formations similar to those 
felt beneath the external skin. The cervix uteri was 
very difficult to reach, and the portio could not be 
seen with the examining mirror. The pregnancy 
could have been interrupted only by laparotomy. 
Throughout the pregnancy moderate emesis oc- 
curred. In the ninth month the vagina remained 
narrow and unyielding. Labor began at the proper 
time with rupture of the membranes. Cesarean sec- 
tion was performed immediately. A low cervical in- 
cision was impossible because of the presence pre- 
peritoneally, and especially in front of the bladder, 
of large pads of soft connective tissue which ex- 
tended into the true pelvis. Therefore it was neces- 
sary to prolong the incision upward into the corpus 
uteri. However, it was later possible to cover the 
incision completely with bladder peritoneum. The 
child was a full-term healthy boy weighing 3,700 
gm. and 52 cm. long. There were no complications 
after the operation. The only analogous case on 
record was a case of obstruction of labor by a fibroma 
molluscum reported by Scharpenack in 1905. 

SAENGER (G). 


Kessler, R., and Uphoff, H.: Ten Years of Ab- 
dominal Czsarean Section (Zehn Jahre ab- 
dominelle Schnittentbindung). Zentralbl. f. Gynaek., 
1933, P- 2537+ 


The authors reviewed the obstetrical cases in the 
Kiel Obstetrical Clinic in the period from 1923 to 
1932. Of the total of 11,200 cases, caesarean section 
was done in 393 (3.2 per cent). In 221 of the latter 
the chief indication for the operation was dispro- 
portion between the head and the pelvis. In much 
more than half of the cases in which caesarean sec- 
tion was done labor was in active progress before the 
indication for the operation was fully established. 
Seventeen patients had a fever above 38.1 degrees 
C. Some of the latter had been examined vaginally 
before they entered the Clinic and in some of them 
the membranes had ruptured. The maternal mor- 
tality in this group was 27 per cent (6 deaths). 
According to the autopsy reports, 2 of the deaths 
were due to peritonitis, 3 were due to emboli, and 1 
was due to severe myocarditis. Four of the 6 
women who died had been in labor for more than 
forty hours before their admission to the Clinic. 


Of special interest were the cases in which a con- 
dition of the soft parts such as vaginal stenosis, the 
status following an operation for vesicovaginal fis- 
tula, or ventral fixation with threatening uterine 
rupture constituted the indication for the casarean 
section. Of the 3 women who died, 2 were admitted 
to the Clinic with a high fever. All 3 died of peri- 
tonitis. 

In the 61 cases of placenta praevia in which 
cesarean section was done, there was 1 death. This 
occurred from an embolus on the twelfth day after 
the operation. 

In the 41 cases of severe toxicosis in which cesa- 
rean section was performed, there were 5 deaths. 
Three of the women who died were admitted to the 
Clinic in deep coma. 

The total mortality irrespective of the cause of 
death was 4.1 per cent (15 deaths). According to 
the autopsy reports, the operation could be held 
responsible for only a very small percentage of the 
fatalities. 

In the second part of the article the infant mor- 
tality is discussed. Of the 370 infants, 32 (8.6 per 
cent) died. This mortality is very favorable when it 
is considered that 4 of the infants were dead before 
the cesarean section was performed and 11 died of 
severe asthenia. 

A second cesarean section was performed in 17 
cases and in 4 of these was followed by sterilization. 
In 7 cases the operation was performed for the third 
time on the same patient, but was followed by un- 
eventful recovery. 

In conclusion the technique of the operation as 
it is performed at the Kiel Clinic is described briefly, 
and the necessity for accurate determination of the 
indications is emphasized. KeEsster (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Nelson, W. O.: Studies on the Physiology of Lacta- 
tion. III. The Reciprocal Hypophyseal Ovarian 
Relationship as a Factor in the Control of 
Lactation. Endocrinology, 1934, xviii, 33. 


In experiments on pregnant guinea pigs the author 
found that the injection of extract of the anterior 
lobe of the pituitary gland caused abortion which 
was followed by lactation. When odphorectomy 
was performed on pregnant guinea pigs abortion did 
not always follow and lactation occurred only when 
the pregnancy was terminated. Removal of the 
entire pregnant uterus did not cause lactation unless 
extract of the anterior lobe of the pituitary gland 
was administered, but complete removal of the 
pregnant uterus with the ovaries was followed by 
lactation. Lactation occurred also after removal 
of the ovaries and of the fertile uterine horn in cases 
of unilateral pregnancy. Lactation did not occur 
when the ovaries and embryos were removed with- 
out removal of the placenta, but it followed expul- 
sion of the placenta. 

In parturient animals, lactation was inhibited by 
certain amounts of cestrin alone and was stimulated 
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when certain amounts of oestrin were combined 
with pituitary extract. 

Castrated animals which had been recently de- 
livered were able to suckle their young as success- 
fully as the control animals. 

From these results the author concludes that the 
ovarian hormones are active in the production of 
mammary gland growth during pregnancy, but 
inhibit lactation during that period. The high con- 
tent of ovarian hormone in the pregnant animal 
inhibits the secretion of the lactation-inducing 
hormone of the anterior lobe of the pituitary gland 
and acts directly on the mammary glands. With the 
decline in the ovarian hormone content at parturi- 
tion the inhibitory influences are removed, the lacta- 
tion-inducing hormone is secreted, and lactation 
results. 

The maintenance of lactation for extended periods 
of time seems to be partially under the control of the 
pituitary hormone, but a more important factor is 
the stimulation of the secretory tissue by the con- 
tinual draining of the glands in suckling. It is sug- 
gested that suckling may operate through the an- 
terior lobe of the pituitary gland to stimulate further 
milk production. A. F. Lasu, M.D. 


Cathala and Bernard-Griffiths: The Ecchymotic 
Cervicofacial Mask of Parturient Women 
(Masque ecchymotique cervico-facial chez les ac- 
couchées). Bull. Soc. d’obst. et de gynéc. de Par., 
1933, XXxii, 735. 

The authors report the cases of two primipare 
and one para-ii who developed a fine purpura over 
the face, neck, and the upper part of the thorax 
within twenty-four hours after delivery. In one 
case the purpura was accompanied by subcon- 
junctival ecchymoses. In all three cases delivery 
was spontaneous. In one case it was perhaps a little 
longer and more painful than usual, but in none of 
them was expulsion accompanied by particularly 
violent effort. All of the children were free from 
signs of trauma and developed normally. 

The mechanism responsible for this ecchymotic 
mask after delivery is similar to that occurring in 
traumatic compression of the thorax and abdomen, 
but in the obstetrical cases the trauma, tumefaction, 
and cyanosis are less than in traumatic cases. While 
the literature suggests that the condition is rare, the 
authors saw the three cases reported in this article 
in the course of a few months. 

In obstetrical as well as traumatic cases of 
ecchymotic mask there is a reflux of blood into the 
superior vena cava and its tributaries which causes 
a congestion in this region where there are no valves 
to prevent the reflux of blood. In the arms, suffusion 
is prevented by valves. The reflux may occur not 
only into the superficial veins, but also into the deep 
veins, even the intracranial veins. Therefore in 
cases of intense congestion of the face during labor, 
particularly if the patient’s efforts are very violent, 
the labor should be terminated at once to prevent 
serious consequences. 


As many parturient women make more violent 
efforts during expulsion of the fetus than were made 
by the women whose cases are reported in this 
article, the authors believe it probable that some 
other factor besides effort is involved in the develop- 
ment of the ecchymotic mask. In the cases re- 
ported there was no disturbance of blood coagula- 
tion, but as in the two cases in which the ligature 
sign was tested this sign was positive and in one of 
them it was very intensely positive, there was, 
apparently, a certain fragility of the blood cor- 
puscles. AupREY Goss Moroan, M.D. 


Lemierre, A., and Bernard, J.: A Study of Puer- 
peral Scarlet Fever (Etude sur la scarlatine puér- 
perale). Bull. et mém. Soc. méd. d. hop. de Par., 1934, 
1, 160. 


The authors report their observations in twenty- 
three cases of puerperal scarlet fever and review the 
literature on the condition. They believe that many 
of the cases reported heretofore were not cases of 
true scarlatina. Of their own series, the diagnosis 
was doubtful in only two. While the clinical picture 
varies considerably, the variation is no greater than 
in the non-puerperal type of scarlet fever. In the 
authors’ opinion the two conditions are identical as 
the onset, period of incubation, and buccal and cuta- 
neous manifestations are the same. 

Primipare are affected more frequently than mul- 
tipare. Only three of the authors’ twenty-three pa- 
tients were multipare. The disease is rare in preg- 
nancy. Of the authors’ cases, it occurred during 
pregnancy in only three. The onset is usually abrupt 
and accompanied by the classical symptoms of fever, 
sore throat, and vomiting preceding the appearance 
of the eruption. Sore throat may be the first and 
only symptom and is rarely absent. The characteris- 
tic tongue changes are always present. Laboratory 
examinations confirm the theory that the non-puer- 
peral and the puerperal infection are identical. Uro- 
bilinuria is constant, and an increase of the blood 
urea and eosinophilia are frequent. Positive blood 
cultures of the streptococcus hemolyticus were ob- 
tained in only three of the authors’ cases. In the 
others the blood cultures were always negative. Lo- 
calized streptococcic lesions of the skin, mucous 
membranes, breast, and joints were noted in several 
cases. In the data obtained there was no positive 
evidence that the streptococcus was the etiological 
agent even though it was demonstrated definitely in 
several cases and was presumably present in others. 
The Dick test was not used. The Schulz-Charlton 
reaction was positive in all except one of the cases in 
which it was tried. 

Abortion occurred in only one case and in that in- 
stance was presumably due to the infection. In 52 
per cent of the cases the incubation period was very 
brief—from two to five days. A definite history of 
exposure to known cases of scarlet fever was given in 
only 15 per cent of the cases. Ten patients recovered 
without incident. Of the remaining thirteen, all had 
more or less severe complications and three died. 
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Seventeen (75 per cent) of the viable infants sur- 
vived. The others died of streptococcal infections of 
various types such as septicemia and erysipelas. 

The article is concluded with abstracts of the his- 
tories of the twenty-three cases. 

Haroip C. Mack, M.D. 


NEWBORN 


Hemsath, F. A.: Birth Injury of the Occipital Bone, 
with a Report of Thirty-Two Cases. Am. J. 
Obst. & Gynec., 1934, XXvii, 194. 


Because of the weakness and close proximity to 
the medulla oblongata of the synchondrosis between 
the pars squama and the pars lateralis of the occipital 
bone, the base of the fetal skull is susceptible to 
grave traumatic injury during delivery. The injury 
consists of a separation, an osteodiastasis. 

The 32 cases of such injury reported by the author 
were found in 166 consecutive autopsies performed 
by him on infants born dead or dying soon after 
birth during a period of two years at the New York 
Lying-In Hospital. Occipital osteodiastasis was 
found in 48 per cent of the autopsies on infants de- 
livered by version and breech extraction, 33 per cent 
of those on infants born by forceps delivery, 33 per 
cent of those on infants born by primary breech ex- 
traction, and 2.3 per cent of those on infants born 


Si 


spontaneously. In 72 per cent of the cases the 
squama was depressed beneath, and overrode, the 
pars lateralis, and in 38 per cent there was gross 
traumatic injury of the cerebellum. Of 48 con- 
secutive autopsies performed on infants delivered by 
version and extraction or by primary breech ex- 
traction, occipital diastasis was found in 42 per cent, 
a frequency equal to that of subdural cerebral 
hemorrhage and of tentorial laceration, and twice 
that of fracture of a vertebra. Of the 30 infants de- 
livered by forceps, occipital injury was found in to. 
In infants born by low forceps delivery it was rare. 
Two iniants born by spontaneous vertex delivery in 
which great difficulty was encountered in the de- 
livery of the shoulders presented the injury. 

An analysis of the mechanism of occipital osteo- 
diastasis suggests the following rules for its pre- 
vention: 

1. In forceps deliveries, careful cephalic applica- 
tion should be made and the line of traction should 
not force the occiput directly against the symphysis. 

2. Delivery of the after-coming head, the occiput 
should be protected at the symphysis by attention 
to the direction and force of traction. 

3. Manual traction on the head for delivery of 
the shoulders should be applied to the sides of the 
head with avoidance of the occiput. 

Epwarp L. Cornet, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Simpson, S. L.: Clinical and Pathological Aspects 
of the Adrenal Glands. Proc. Roy. Soc. Med., 
Lond., 1934, xxvii, 383. 

Simpson believes that 75 per cent of cases of 
Addison’s disease are due to tuberculosis, 20 per 
cent to atrophy, and 5 per cent to other causes such 
as syphilis and secondary neoplasm. He regards it 
as possible that atrophy of the adrenal cortex may 
be associated with a similar condition of the pan- 
creas or thyroid leading directly to diabetes mellitus 
or myxcedema. 

The treatment of persons presenting the symp- 
toms associated with Addison’s disease is based on 
the findings of experimental work on animals and 
consists of the intramuscular or subcutaneous ad- 
ministration of cortical extract. 

Experiments have shown that it may be advisable 
to administer cortin intermittently in large doses. 
The estimation of the action of cortical extract is 
based on its effect on adrenalectomized animals. 

While the part of the adrenal which is essential to 
life is the cortex, there is a great deal of evidence that 
pathological changes in the medulla play a part in 
Addison’s disease. 

The author discusses the adrenogenital syndrome 
and reviews the clinical manifestations of adrenal 
tumors and the theories of pseudo-hermaphroditism, 
homosexual precocity in males and females, hetero- 
sexual precocity in the female, masculinization of 
the female, and feminization of the male. 

In conclusion he says that much investigation re- 
mains to be done by the biochemist, physiologist, 
experimental pathologist, and clinician before the 
relationship of the adrenals to the anterior lobe of 
the pituitary gland will be elucidated. 

Etmer Hess, M.D. 


Fowler, O. S.: The Anatomical and Functional 
Disturbances of the Adrenal Gland in General 
Visceroptosis. J. Urol., 1934, xxxi, 363. 


The most important beneficial results of ne- 
phropexy in visceroptosis are due, perhaps, to 
restoration of the adrenal glands to normal func- 
tion. The author believes that many of the symp- 
toms of visceroptosis are caused by hypocortinism 
resulting from adrenal atrophy. He makes no selec- 
tion of cases of nephropexy. His method, a modifica- 
tion of Longyear’s nephrocolonopexy, he calls 
“adrenonephrocolonopexy.”” An important part of 
the procedure is the freeing of the ureter. In the 
suspension of the kidney the nephrocolic ligament is 
used. To prevent damaging pressure on the adrenal, 
care must be taken not to draw the kidney too high. 

ANDREW McNALLY, M.D. 
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Payne, A. E.: Three Cases of Addison’s Disease 
Radiographically Confirmed. Brit. J. Radiol, 
1933, Vl, 747. 

Following a brief résumé of the literature the au- 
thor reports three cases of Addison’s disease in which 
the roentgenographically suggested calcification of 
the suprarenals was studied at autopsy. 

In all of the three cases the cardinal symptoms of 
pigmentation of the skin and oral mucous membrane, 
gastric disturbances of varying degree, low blood 
pressure, and asthenia were present and death re- 
sulted from the gradual increase of the general and 
cardiac asthenia. In all three cases also other tuber- 
culous lesions were present and the condition oc- 
curred at the usual age period, i.e., the third or 
fourth decade. While the first patient was only 
twenty-two years of age and had few tuberculous 
lesions elsewhere, the two others were thirty-six and 
thirty-seven years of age respectively and had wide- 
spread tuberculous lesions of very long standing in 
other parts of the body. 

The patient thirty-seven years old had a long his- 
tory of tuberculosis. He had been putting up a good 
fight for many years until the suprarenal involve- 
ment turned the tide decisively against him. In 
February, 1913, he had glands excised from the neck. 
In July, 1913, he had a “‘rib abscess.” In 1918, he 
was in the hospital with “bladder trouble” and the 
urine was said to be full of tubercle bacilli. The 
symptoms of Addison’s disease began to appear 
in 1929, three years before his death. Thereafter 
he developed attacks of indigestion, gastritis and 
muscular rheumatism, gradually increasing general 
weakness, shortness of breath, and pigmentation of 
the skin. When he was admitted to the hospital the 
right kidney was palpable, the urine contained 
blood, pus, and albumin, and X-ray examination in- 
dicated calcification of the entire right kidney, the 
right ureter, and both suprarenals; a calcified mass 
in the right costodiaphragmatic angle, presumably 
the remains of the previous “‘rib abscess”; a large 
branched calculus in the pelvis of the left kidney, and 
old calcified lesions in the apices of the lungs and the 
cervical and mediastinal glands. The roentgeno- 
grams were taken a few days before death, which 
occurred eight days after the patient’s admission. 

The autopsy report was as follows: ‘‘ Both supra- 
renals calcified and enlarged. Right kidney consists 
of a mass of caseous material. Ureter caseous. Left 
kidney contains a branched stone in the pelvis. Tu- 
bercles in the left seminal vesicle and the left lobe of 
the prostate. Lungs adherent throughout. Tuber- 
cles scattered throughout both. A calcified mass 2 
by 1 in. in the right diaphragm, more on the abdomi- 
nal than the thoracic side, causing an indentation in 
the liver.” 
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The X-ray findings suggested that the right kid- 
ney, if not of stony hardness, was at least of a chalky 
consistency. This, however, was not the case. The 
kidney cut quite easily, like cheese, and was only 
slightly gritty here and there. The capsule and the 
walls of the loculi were tough, but the contents of the 
loculi were putty-like masses which on chemical ex- 
amination were found to have a high content of cal- 
cium chiefly in the form of carbonate and phosphate 
but on incineration did not leave a very large inor- 
ganic residue. The author calls special attention to 
this fact because of the possible tendency of roent- 
genologists to use the term “calcification” when the 
pathologist would use the term “‘caseation”’ and to 
regard roentgenographic “calcification” as repre- 
senting that degree of chalky or stony hardness 
which spells finality whereas the pultaceous material 
of high calcium content and marked roentgeno- 
graphic visibility may still be sufficiently organic to 
contain living organisms and become the site of a 
residual abscess. 

Calcification of the suprarenal glands which may 
be demonstrated roentgenographically occurs in 
many cases of Addison’s disease and in some cases 
may be the deciding factor in the diagnosis. 

Addison’s disease is not the sole cause of pigmenta- 
tion of the skin. Osler cited fifteen other causes, 
many of which are associated with such marked 
debility that the diagnosis may be doubtful for a 
time. While a negative finding would not be of any 
help in such doubtful cases, a positive finding would 
settle the question if due care were taken to exclude 
other possible causes of opacity in the same site. 
The most likely of these are probably calcified rib 
cartilages and calcified glands. A comparison of 
anteroposterior with postero-anterior views, a screen 
examination for mobility, or perhaps a stereoscopic 
mathematical localization of the position in relation 
to the transverse process of the adjacent vertebre 
should make it possible to separate these opacities 
comparatively easily. 

It is agreed that the great majority of cases of 
Addison’s disease are due to fibrocaseous tuberculo- 
sis. Although rarely, Addison’s disease may be 
present with involvement of only one gland. In 
one of the six tuberculous cases recorded by Ad- 
dison the condition was unilateral. If it is pos- 
sible for unilateral involvement to cause not only 
symptoms but even death, as in Addison’s case, 
it seems extremely likely that many other unila- 
teral cases occur without symptoms. In fact, it 
is not unlikely that most cases of the disease have 
a preliminary symptomless period during which 
only one gland is involved, and that in a certain 
proportion a roentgenographic diagnosis might be 
possible during that period. It should not be for- 
gotten, moreover, that in certain rare cases, whether 
because of the existence of a supernumerary gland or 
because of sufficiency of the extra-suprarenal chro- 
maffin system, the characteristic symptoms are 
absent even when both glands are involved. 

C. TRAVERS Steprta, M.D. 


Burke, E. M.: Tumors of the Adrenals. 
Cancer, 1934, XX, 338. 

Among 371 cases of malignant tumors coming to 
autopsy there were 49 cases in which the adrenal 
glands showed metastatic involvement and 2 cases 
of primary adrenal tumor. In one of the latter, the 
case of a three-year-old boy, the tumor was in the 
medulla, and in the other, that of an elderly woman, 
it was in the cortex of the right adrenal. 

Malignant epithelial tumors of the breast, cesopha- 
gus, stomach, testicle, and penis, Hodgkin’s disease, 
and malignant melanomata show a special tendency 
to metastasize to the adrenals. The dissemination 
occurs either through the lymphatic system or by 
way of the blood stream. As a rule the regional 
lymph nodes are the first involved. In advanced 
cases the thoracic duct is invaded, but the chief chan- 
nels for the dissemination of the sarcoma group of 
tumors are the blood vessels. 

In the adrenals the medulla is the most common 
site of tumor invasion. Adrenal involvement is usu- 
ally associated with widespread dissemination of 
tumor growth, but in a few of the cases reviewed by 
the author metastases were found in the adrenals 
alone or in only the adrenals and one other organ. 

Metastasis to the adrenals was found in 9 of 35 
cases of carcinoma of the breast, 7 of 23 cases of car- 
cinoma of the stomach, 3 of 33 cases of carcinoma of 
the cesophagus, 3 of 5 cases of carcinoma of the penis 
(in the majority of which the tumor was a squamous- 
cell epithelioma), 2 of 15 cases of carcinoma of the 
prostate, 2 of 5 cases of primary carcinoma of the 
lung, 2 cases of pigmented moles of the skin, 1 case 
of melanoma of the eye, 3 of 8 cases of tumor of the 
testicle, 2 of 5 cases of carcinoma of the thyroid, 1 of 
4 cases of endothelioma, 3 cases of squamous-cell 
carcinoma of the vulva, 12 cases of carcinoma of the 
uterus, t of 3 cases of osteogenic sarcoma, 1 of 2 
cases of tumor of the antrum, 1 of 17 cases of lym- 
phosarcoma, t of 11 cases of carcinoma of the tongue, 
1 of 13 cases of carcinoma of the bladder, and 1 case 
of carcinoma of the pancreas. 

Primary tumors of the adrenals are unusually rare. 
Of 46,000 patients admitted to the hospital, a pri- 
mary adrenal tumor was found in only 4. In 2, the 
neoplasm was in the cortex and in 2 in the medulla. 

ELMER Hess, M.D. 


Am. J. 


Jacobs, A.: Renal Tuberculosis. 
i, 420. 


Brit. M. J., 1934, 


The author reports on seventy cases of renal tuber- 
culosis. The study of these cases included cysto- 
scopic examination, an indigo-carmine test, ureteral 
catheterization with examination of the urine, and 
pyelography. Several typical case histories are 
presented. 

In 30 per cent of the cases the condition was 
clinically bilateral. In the unilateral cases nephrec- 
tomy was performed routinely, even when occasional 
tubercle bacilli were found in the urine from the 
other kidney, provided there was no destructive 
lesion in that kidney. The postoperative treatment 
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should include a sanatorium régime. The results in 
the reviewed cases treated surgically were very good. 
GttBert J. Taomas, M.D. 


Eisendrath, D. N.: The Diagnosis of Renal Tuber- 
culosis by Cultures Made from the Urinary 
Sediment. Brit. J. Urol., 1934, vi, 37. 


The author reports on seventy cases of renal tu- 
berculosis. He believes that the presence of this 
disease can be determined more accurately by cul- 
ture than by direct smear or animal inoculation. 
For cultures he uses the Petragnani medium as modi- 
fied by Saenz. He states that the culture method is 
cheaper, more rapid, and more apt to yield positive 
results than animal inoculation. It is slower than 
staining, but is of valuein from 15 to 20 per cent of 
suspected cases of renal tuberculosis in which stains 
are negative. Donatp K. Hrsss, M.D. 


Eisendrath, D. N. A Gross Infarct of the Kidney 
with the Clinical Symptoms of a Renal Neo- 
plasm (Un grand infarctus du rein présentant des 
signes cliniques d’un néoplasme du rein). J. d’urol. 
méd. et chir., 1934, XXXVii, 47. 

Cases of infarct of the kidney presenting clinical 
symptoms are uncommon. Of the twenty-two cases 
reported by Falci in 1924, three must be rejected 
because they lacked autopsy confirmation. Of the 
two reported by Danhiez in 1927, one must be re- 
jected because of the traumatic origin of the throm- 
bosis of the renal vessels. In 1928, McKenna re- 
ported a case and cited from the literature two others 
which were not included in the earlier series. Eisen- 
drath reviews five more cases from the literature and 
adds a case which he observed himself. 

Eisendrath’s case was that of a man thirty years of 
age who had been operated upon a year previously 
for Buerger’s disease of the left leg. The patient en- 
tered the hospital again because of sudden and vio- 
lent pain in the region of the left kidney associated 
with hematuria. The pyelogram showed a deform- 
ity of the renal pelvis. Nephrectomy was performed 
for a supposed renal neoplasm. The kidney was of 
normal size and shape, but presented on its surface 
several yellowish areas suggesting hypernephroma. 
In starting his usual technique of ligating the renal 
vein before ligating the renal artery, the author 
found that the renal vein was very hard at its en- 
trance into the vena cava. After ligating and divid- 
ing the vein he discovered that its lumen was filled 
completely by a reddish-yellow thrombus adhering 
to its walls. He believed that this was an extension 
of the neoplasm. Only after removal of the kidney 
was the condition found to be a primary thrombosis 
of the renal vein with haemorrhagic renal infarcts and 
anemic necrosis of the parenchyma. In the eighteen 
months the patient was followed up after the opera- 
tion there were no renal complications. 

Renal infarcts have been attributed to: (1) endo- 
carditis and atheroma, (2) disease of the peripheral 
vessels, (3) acute and chronic infectious disease, and 
(4) infection during pregnancy or the puerperium. 





The clinical symptoms of gross infarct of the kid- 
ney are pain, hematuria, oliguria or anuria, and al- 
buminuria. Fever, chills, and vomiting are to be 
attributed to concomitant infection rather than to 
the infarct itself. On the whole, the general symp- 
toms are not characteristic. 

Among the diagnostic methods used are ureteral 
catheterization, chromocystoscopy, and intravenous 
pyelography. In the cases of patients with symp- 
toms of a cardiac lesion, aortic atheroma, or obliter- 
ating thrombophlebitis and in those of patients with 
an acute infectious disease, attacks of pain in the 
renal region should always arouse the suspicion of 
infarct, especially if the pain is associated with 
hematuria, oliguria, or anuria. Nephritic colic must 
be excluded. If the pelvis is filled with blood clots it 
will appear deformed, as in the author’s case. 

If the infarct is unilateral and the function of the 
other kidney is good, immediate nephrectomy is in- 
dicated. Decapsulation is sufficient for only small 
infarcts. Epita ScHANCHE Moore. 


Pascual, S., Van den Branden, F., and Swift-Joly, 
-: Tumors of the Renal Pelvis and Ureter. 
Brit. J. Urol., 1933, V, 323. 

The authors state that tumors of the renal pelvis 
and ureter are rare and their etiology is poorly 
understood. Histologically, the majority of them 
are epithelial. Their benign or malignant character 
can be ascertained only by microscopic examina- 
tion as both the benign and malignant types have a 
strong tendency to spread to the remainder of the 
urinary tract. 

The symptoms are hematuria and pain. The 
diagnosis is made by cystoscopy and pyelography. 

The treatment is surgical in all cases. It should 
consist of nephrectomy and partial or total ureter- 
ectomy. 

The majority of the tumors recur within a year 
or two. GILBERT J. THomas, M.D. 


Walters, W., and Braasch, W. F.: Ureteral Trans- 
plantation to the Rectosigmoid for Exstrophy 
of the Bladder, Complete Epispadias, and Other 
Urethral Abnormalities. Am. J. Surg., 1934, 
xxiii, 255. 

The treatment of exstrophy of the bladder and 
complete epispadias with total urinary incontinence 
is best carried out by transplantation of the ureters 
to the rectosigmoid. This procedure is of value also 
in the treatment of large vesicovaginal fistule and 
other lesions of the bladder and urethra causing 
incontinence of urine in cases in which plastic 
methods of closure cannot be applied. In eighty- 
five cases of exstrophy of the bladder and total 
epispadias with complete incontinence of urine 
which were seen at the Mayo Clinic the ureters were 
transplanted to the rectosigmoid in separate stages 
without the use of tubes or catheters. The right 
ureter was transplanted first, and the left from ten 
to fourteen days later if the patient’s condition per- 
mitted. 
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In a series of twenty-five cases in which Walters 
operated there was one death. A comparison of the 
hospital morbidity in cases in which the ureters 
were transplanted one at a time with the morbidity 
in cases in which the ureters were transplanted 
simultaneously showed very little difference. In 
most of the authors’ recent cases intravenous 
urography revealed that when the ureters were 
accurately transplanted by the Coffey submucous 
method without the use of catheters or tubes, little 
dilatation of the renal pelves or calyces or of the 
ureters occurred. The urine was held by a competent 
anal sphincter for an average of from two to four 
hours during the day and for from three to five hours 
during the night. A plastic operation on the penis 
to render its contour normal is advisable and can be 
carried out at the time of the cystectomy. In the 
authors’ opinion the aseptic suture method of 
anastomosis which Coffey recently suggested is not 
so useful as the method of submucous transplanta- 
tion he presented first. 

In a series of forty-two cases of exstrophy of the 
bladder, operation was postponed or not recom- 
mended. Intravenous urography and the usual 
methods of estimating renal function give valuable 
pre-operative information. 


Wiseman, J. L.: Observations on the Stimulating 
Influence of Temporary Rubber Splinting on 
Regeneration Following Ureteral Resection. 
An Experimental Study. Brit. J. Urol., 1934, 
vi, II. 


From experiments on ten female dogs in which he 
resected portions of the ureter of varying size and 
used a ureteral catheter as a splint, the author con- 
cludes that division of the normal urinary pathway 
is not an absolute requirement for successful anasto- 
mosis although it may reduce the incidence of steno- 
sis and preserve renal integrity during repair. He 
found that the catheter acted as a splint and stimu- 
lated cellular activity in regeneration. Stenosis was 
most apt to occur when more than 1.5 cm. of tissue 
was resected. Reports in the literature indicate that 
the described method of repair has yielded good re- 
sults in clinical cases. Donatp K. Hrsss, M.D. 


BLADDER, URETHRA, AND PENIS 


Migliari, E.: Descending Cysto-Urethrography 
(La cistouretrografia discendente). Radiol. med., 
1934, Xxi, 137. 


In the technique for descending cysto-urethrog- 
raphy used by the author the roentgenogram is 
made with the patient in the standing position after 
injection into the bladder through a cathefer of 
about 300 c.cm. of a 20 per cent aqueous solution of 
barium sulphate. Migliardi believes that this 
method is the best one to demonstrate lesions of the 
neck of the bladder or the posterior urethra. It is 
of value especially because it permits an easy study 
of the bladder during micturition, which often 
brings out clearly the extent and type of lesions 


deforming the bladder or urethra or interfering 
with their emptying. Findings of importance in dif- 
ferential diagnosis are discussed in detail and shown 
in roentgenograms. EuGeNneE T. Leppy, M.D. 


Ferguson, R. S., Gehrmann, G. H., Gay, D. M., and 
Anderson, L. W.: Symposium on Aniline 
Tumors of the Bladder. J. Urol., 1934, xxxi, 121, 
126, 137, 148. 


Aniline tumor of the bladder is an occupational or 
industrial tumor. It was first described in 1895, by 
Rehn. Since then, about 350 cases have been found 
among German aniline dye workers. In America the 
dye industry began on a large scale in 1918. In the 
period from December, 1931, to October, 1932, a 
bladder tumor was found in 25 (4.5 per cent) of 532 
men subjected to cystoscopic examination in the 
Wilmington, Delaware, dye plants. The ages of the 
men ranged from twenty to sixty-four years, and the 
time of their employment in the dye industry aver- 
aged ten and a half years. Twenty-six of the men 
gave a family history of cancer, 21 gave a history of 
urinary disturbances, and 31 showed evidence of 
chemical irritation of the bladder (congestion with 
or without hemorrhagic areas). 

The aniline tumor of the bladder presents a unique 
opportunity to study the etiology and pathogenesis 
of carcinoma of the bladder. 

Ferguson reviews some of the theories that have 
been advanced to explain bladder tumors. He states 
that various investigators have failed to discover any 
carcinogenic agent in the urine of aniline dye work- 
ers, other persons with bladder tumors, or experi- 
mental animals. Shor and Pearlman were able to 
produce carcinoma of the bladder in rabbits by sub- 
jecting the animals to the continuous inhalation of 
small amounts of alpha or beta naphthylamine. 
Shor’s experiments in which the urinary stream was 
diverted by bilateral ureterostomy indicate that the 
toxic agent reaches the bladder mucosa through the 
blood stream. Good and Kennaway observed well- 
defined systemic effects such as cyanosis associated 
with the tumors. The results of these experiments 
and observations have led Ferguson to conclude that 
eventually the etiological factor in bladder carcino- 
ma may be discovered in the blood stream. 

It is now generally believed that, in aniline dye 
workers, the toxin enters the body through the re- 
spiratory tract and skin. The toxins are aniline, 
alpha and beta naphthylamine, and _ benezidine. 
They are transmitted to the bladder by the blood. 

In the Wilmington dye works the following routine 
prophylactic measures are taken to reduce the danger 
of the absorption of aniline: 

1. Physical examination at the beginning of, and 
throughout, the period of employment. 

2. Rejection of applicants under twenty years 
and over forty-five years of age, and of those witha 
family history of carcinoma. 

3. Rejection of applicants with disease of the 
genito-urinary tract, the cardiovascular system, the 
liver, the gastro-intestinal tract, or the skin. 
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4. Shaving of mustaches and beards. 

5. Cystoscopic examination of every employee 
once a year. Immediate cystoscopic examination 
when blood appears in the urine or bladder symp- 
toms develop. In cases in which a bladder tumor is 
found, cystoscopic examination every three months 
and periodically throughout the individual’s life. 

The symptoms suggestive of an aniline dye tumor 
are urinary disturbances such as frequency, dysuria, 
and hematuria. 

The pathological anatomy of aniline tumors of the 
bladder is essentially that of bladder tumors in per- 
sons not engaged in the dyeindustry. Non-epithelial 
neoplasms are very rare. Papillomata are usually 
single. Carcinomata are about twice as frequent as 
papillomata and are usually multiple. Although the 
tumors may invade the tissues of the pelvic cavity, 
metastases are extremely rare. Single, multiple, 
papillary, sessile, infiltrating, non-infiltrating, ul- 
cerating, non-ulcerating, and combined forms may 
occur. 

While the most marked changes appear in the 
trigone, the multiplicity of the tumors and the 
subsequent development of neoplasms in different 
sites leads to the belief that the toxic agent involves 
the entire bladder, undoubtedly because of the 
carcinogenic substance circulating in the blood. The 
carcinogenic agent exerts its harmful effects in the 
terminal capillaries of the bladder mucosa. This 
theory is not entirely speculative, as long ago 
Fenwick demonstrated that the majority of bladder 
tumors occurring in persons not engaged in the dye 
industry occur in the lower half of the bladder, 
where the blood supply is much richer than in the 
vault. In cases of acute aniline dye poisoning the 
earliest lesion in the bladder is a proliferation of the 
capillaries in the basal layers of the mucous mem- 
brane. Later, cancer develops in this area. Pro- 
liferation through the mucous membrane occurs late. 
The fact that these early lesions are not seen in cases 
of bladder tumor in persons not engaged in the dye 
industry merely emphasizes the relatively late period 
at which tumors of the bladder in persons not en- 
gaged in the dye industry are usually observed. 
Most Continental observers and the Wilmington dye 
workers are in accord that new tumors occurring in 
dye workers are not implants but new growths. 

Gross and Simon are decidedly opposed to biopsy 
on aniline dye tumors because of the danger of 
multiple implants and recurrences. 

A positive diagnosis of aniline tumor can be made 
only by early and periodic cystoscopic examinations. 
Precancerous signs revealed by cystoscopy are acute 
congestion, oedema, and hemorrhagic areas. Per- 
sons in whom such signs are found should be re- 
examined every three to six months. In a series of 
83 men cystoscoped in 1932 no tumors were seen, 
whereas when these men were re-examined a year 
later tumors were found in 6. 

Simple tumors respond well to fulguration, while 
malignant tumors are not favorably influenced by 
such treatment. 





The chief factor influencing the prognosis is the 
duration of the exposure to the dye. Termination of 
work in the dye plant does not lessen the possibility 
of future bladder growths, as aniline tumors have 
been known to occur as long as thirty-five years 
after termination of the exposure. 

Maurice MELTzeER, M.D. 


Marion, G., Weijtlandt, J. A., Walker, K.: Surgery 
of the Neck of the Bladder. Brit. J. Urol., 1933, 
V, 35I. 


Marion includes with diseases of the neck of the 
bladder the dysuric disturbances similar to those 
giving rise to hypertrophy of the prostate, disturb- 
ances caused by changes in the neck of the bladder 
which are not associated with visible lesions of the 
neck and are not attributable to nerve injuries. 

The evolution and prognosis of disease of the neck 
of the bladder are identical with those of prostatic 
hypertrophy. The patient suffers all the complica- 
tions arising from distention of the kidneys and blad- 
der and all the septic complications that occur in 
association with prostatic hypertrophy. 

Except for the symptoms which drew attention to 
the disease in the first place, the diagnosis is depend- 
ent almost entirely on negative findings. Explora- 
tion of the ureter reveals no sign of stricture, foreign 
body, or calculi. On rectal examination the prostate 
is found normal. Urethroscopic examination shows 
the urethra to be free from inflammation and tu- 
mors. Roentgenographic examination reveals no 
abnormal findings whatever. The nervous system is 
apparently entirely normal. The positive symptoms 
indicating disease of the bladder neck must be known 
and carefully sought. In some cases there is resist- 
ance to the introduction of the sound into the proxi- 
mal part of the posterior urethra. However, it is 
chiefly cystoscopy which is of aid in the diagnosis. 
Cystoscopy shows the neck clearly visible at the 
back in the shape of a concave and more or less pro- 
truding pad, whereas the normal neck is completely 
invisible at the back. 

Pathologico-anatomical investigations are of value 
only when they are carried out on the entire neck of 
the bladder rather than on fragments removed with 
the punch. On the basis of the findings the cases 
may be divided into the following three groups: 

Group 1. The neck consists entirely of muscular 
fibers without glandular or inflammatory infiltra- 
tions. 

Group 2. The muscular tissue is permeated by 
inflammatory or sclerotic elements which eventually 
lead to total fibrous transformation of the sphincter. 

Group 3. In addition to inflammatory or sclerotic 
lesions there are glandular lesions formed by more or 
less abundant proliferation and showing a tendency 
toward adenomatous formations. 

It is evident that there are two entirely distinct 
clinical types of disease of the neck of the bladder—a 
congenital and an acquired type. 

The lesions of the acquired type consist of an in- 
flammatory infiltration of the sphincter conducive 








to more or less pronounced and sometimes even 
total muscular sclerosis. The inflammation may 
arise in the ureter or the prostate. 

Lesions of the congenital type probably represent 
a hypertrophy which, according to some investiga- 
tors, affects the muscles of the bladder neck and ac- 
cording to others, affects all the elements of the neck 
but sometimes predominates in the muscles and 
sometimes in the glands. Another possibility is a 
defect in the opening of the sphincter during micturi- 
tion which is responsible for the absence or deficiency 
of the muscular agent dilating the neck. 

In order to eliminate the characteristic manifesta- 
tions of these diseases operation must be performed 
on the neck itself. Medical treatment has proved 
unsatisfactory. 

Three routes have been used to approach the 
neck: the transvesical, the perineal, and the ure- 
thral. The perineal approach should be abandoned. 
As the neck of the bladder is a urethrovesical organ, 
it should be approached through the urethra or the 
bladder. 

Of the transvesical operations, divulsion (forced 
dilatation of the neck) has never produced any re- 
sults. Section of the neck at the back or at some 
point in its circumference has yielded only incom- 
plete results or has been followed by relapse. In 
some cases cuneiform excision of the neck has given 
good results, but in others it has failed. Hamor- 
rhage may be prevented by a suture rejoining the 
apex of the ureteral angle and the apex of the neck. 
Partial resection of the neck, which consists in re- 
moving fragments of the bladder neck with the 
fingers, forceps, or scissors, has been followed by 
both good and poor results. Total excision of the 
neck invariably gives perfect and lasting results. It 
is not a severe operation and has never been followed 
by incontinence. In cases of fibrous neck the removal 
is carried out by resection, but in the absence of very 
pronounced sclerosis it is done by enucleation. 

Of the operations performed through the urethra, 
resection of the neck with a punch has usually 
proved satisfactory from the standpoint of urination, 
but in some cases more or less important amounts of 
tissue are left. Moreover, this operation is associated 
with danger of hemorrhage and infection. 

Section of the neck, which is carried out by means 
of curved blades heated with an electric current, 
gives far more satisfactory results. It is a less severe 
operation than resection. In most cases there is 
either no residue or an amount so slight that it is of 
no importance. 

Destruction by electrocoagulation may be carried 
out either by urethrocystoscopy with direct vision or 
by means of the Luys direct-vision urethroscope. 

In cases in which it is necessary to operate on the 
bladder itself, as for the removal of a diverticulum, 
an interureteral bar, or an adenoma of the neck, the 
transvesical approach is indicated. 

In operations performed by the transvesical route, 
the neck should be removed completely as this is the 
procedure of choice and no more severe than partial 
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section or resection of the bladder neck. When the 
bladder must be opened this is the operation indi- 
cated. If section or partial resection only is desired, 
it can be carried out through the urethra. 

In most cases the transvesical method is not im- 
perative and, if.desired, the transurethral method 
may be used. 

Transurethral operations are no more severe than 
transvesical operations and are followed by a quicker 
convalescence. While they are less certain in their 
results, a transvesical operation may be done later if 
a transurethral operation is unsuccessful. 

When the transurethral method is employed, 
punching is more satisfactory than destruction with 
Colling’s or McCarthy’s electrocautery or electro- 
coagulation by the Heitz-Boyer method. 

Marion prefers the transvesical operation as it 
permits total resection without increasing the danger 
to the patient and is the only operation insuring total 
removal of the bladder neck. 

WEIJTLANDT states that among the local causes of 
the lesions of the bladder neck which lead to diffi- 
culty in urination are affections of the mucous mem- 
brane, submucous glands, sphincter internus, and 
prostate. Indirect causes are conditions affecting the 
sphincter through the nervous system. 

Disturbances in the evacuation of the bladder due 
to lesions of the bladder neck and prostate may be 
designated by the term “‘prostatism.” Their most 
common causes are: (1) adenoma of the submucous 
periurethral glands(so-called prostatic hypertrophy), 
(2) carcinoma of these glands or of the prostate (so- 
called prostatic carcinoma), and (3) sclerotic proc- 
esses fundamentally of an inflammatory nature. 

In congenital hypertrophy of the sphincter (Mar- 
ion’s disease) the disturbances are due to the hyper- 
trophy. 

Therefore, in principle, there is no difference in the 
manner in which retention is caused in prostatic 
hypertrophy, prostatic carcinoma, and the so-called 
“‘prostatisme sans prostate.” 

The various operative measures (prostatectomy, 
extirpation of the bladder neck, cuneiform excision, 
punch operations, electrocoagulation, and resection 
with the cutting current) are the same in that the 
purpose of all of them is removal of a portion of the 
pathological tissue from the region of the bladder 
neck and sphincter. The results depend upon 
whether sufficient tissue is removed to allow what 
remains of the bladder neck and prostatic urethra to 
regain sufficient flexibility or to prevent interference 
with the function of the sphincter in the opening of 
the bladder neck. 

The frequently successful result of transurethral 
treatment of prostatic hypertrophy by the method 
suggested by Caulk supports the theory that reten- 
tion in the so-called hypertrophy of the prostate and 
the so-called ‘‘prostatisme sans prostate” are due to 
one and the same cause. 

Transurethral resection is gradually being substi- 
tuted for the open operation. The three chief forms 
of transurethral treatment are: 
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1. The use of Young’s punch or one of the modi- 
fied forms of Braasch and Bumpus, McCarthy, Day, 
or Phélip. 

2. The use of Caulk’s cautery punch. 

3. The cutting current resection methods (Stern- 
Davis, McCarthy, Canny-Ryall, von Lichtenberg). 

Reports with fuller details and based on larger 
series of cases will be necessary for sound judgment 
regarding the indications, performance, danger, and 
efliciency of these procedures. 

WALKER first reviews the anatomy and physiology 
of the neck of the bladder and points out that sur- 
gery of the neck of the bladder is rendered more 
difficult by the fact that our knowledge of the anat- 
omy and physiology of this part of the bladder is so 
incomplete. In his opinion, examination of the mus- 
cle fibers indicates that opening of the bladder neck 
is brought about not merely by relaxation of the 
sphincter, but also by the dilating action of certain 
longitudinal fibers passing through this structure. 
Among other fibers with this action are those of the 
anterior bundle of the external longitudinal coat and 
those of the trigonal muscle. The latter has an ad- 
ditional action in flattening out the angle between 
the long axes of the bladder and the urethra. Walker 
applies the term “‘dyectasia,’”’ previously introduced 
by Legueu, to all conditions in which there is some 
obstacle to the opening of the neck. He discusses the 
histology of bladder-neck obstruction with regard to: 
(1) glandular hyperplasia, (2) muscular hypertrophy, 
(3) an increase of fibrous tissue, (4) an increase of 
more than one tissue, and (5) malignant disease. 

The purpose of operative treatment is to remove 
all tissue interfering with normal opening of the 
neck. Walker discusses the various routes by which 
the neck may be approached—the perineal, the 
suprapubic, and the transurethral. He then dis- 
cusses the operation of cuneiform excision of the pos- 
terior lip of the internal meatus and the more radical 
operation of complete excision. He reviews the his- 
tory of transurethral operations and describes the 
instruments which are used in their performance. 
He states that modern transurethral methods are of 
three kinds: (1) simple fulguration, the coagulated 
tissue being left to slough away, (2) electrocoagula- 
tion followed by immediate punching out of the 
coagulated tissue, and (3) removal of the obstruct- 
ing tissue by means of the McCarthy loop. Since 
according to his experience, sepsis is a grave danger 
in all cases in which coagulated tissue is left behind, 
he prefers operations which include immediate re- 
moval of the coagulated tissue. This is best accom- 
plished by the use of the McCarthy loop, which re- 
moves tissue at the same time that it seals off the 
bleeding points. 

The article ends with a discussion of anesthesia, 
the mortality of transurethral operations, and the 
choice of operation. Since the purpose of surgery is 
to remove enough tissue to restore the ability of the 
bladder neck to dilate, a transurethral operation 
should be done only when, in the opinion of the sur- 
geon, this purpose can be realized by such a proce- 


dure. When surrounding structures are extensively 
involved, as in cases of fibrous bar associated with a 
fibrous prostate, the more radical operation of ex- 
cision of the neck will probably be necessary. 

C. Travers Stepita, M.D. 


GENITAL ORGANS 


De la Pefia, A.: The Present Status of Trans- 
urethral Surgery in Prostatic Diseases (Der 
gegenwaertige Stand der Transurethralchirurgie der 
Prostataerkrankungen). Zéschr. f. urol. Chir., 1933, 
XXXViii, 251. 

The transurethral treatment leading to perma- 
nent results in the prostatism associated with pro- 
static hypertrophy or sclerosis of the neck of the 
bladder is not entirely free from danger, but has 
many advantages. An instrument for satisfactory 
endoscopic treatment of the stenosing changes in the 
neck of the bladder must meet three basic require- 
ments: 

1. By means of a good optical arrangement it 
must permit exact estimation of the amount of tissue 
to be removed in order that the use of the method 
may be avoided in cases in which other methods of 
prostatectomy should be employed. 

2. It must be capable of removing sufficient tis- 
sue, for if the obstruction is not completely relieved 
the remaining portions of tissue nourished by the 
blood vessels may cause persistence of the symptoms 
and even increase their severity. 

3. It must permit complete hemostasis after 
completion of the resection. 

The technique of the method is described in detail. 
In so-called prostatic hypertrophy, transurethral 
resection has without doubt yielded good results in 
many cases. However, definite judgment of it will 
be possible only after it has been used many years. 
It relieves the disturbances of micturition caused 
by malignant neoplasms of the prostate, tabes, and 
myelitis, and spares the patient the dangers and in- 
conveniences of daily catheterization. Because of 
its low mortality, the rarity of complications, and the 
avoidance of disturbance of genital function, trans- 
urethral resection permits operation on young men 
with prostatic disease and reduces the number of 
cases in which other methods of prostatectomy must 
be used. ZWERG (Z). 


MISCELLANEOUS 


Helmholz, H. F.: Experimental Studies in Urinary 
Infections of the Bacillary Type. J. Urol., 1934, 
XXX1, 173. 

After complete obstruction of the ureter in urinary 
infections the infection spreads rapidly through the 
kidney. When the bacillus is virulent the kidney is 
thoroughly infiltrated with exudate in from forty- 
eight to seventy-two hours. At the end of that time 
it is impossible to determine the channel by which 
the infection passed from the pelvis to the kidney. 
The evidence suggests that it spread by vascular 
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and perivascular routes rather than by ascent 
through the tubules. In ascending infection the 
danger of vascular involvement is much greater than 
has been appreciated heretofore. 

In experiments on rabbits it appeared that the 
infection of the urinary tract by organisms resem- 
bling the bacillus coli began in the bladder and 
ascended to the renal pelvis and parenchyma. 

The evidence indicating an ascending route of 
infection in the bacillary pyuria of childhood is: 
(1) the greater frequency, after the first two weeks 
of life, of infection by colon bacilli in females and 
of colon-bacillus bacilluria in females during attacks 
of gastro-enteritis; (2) the equal incidence of these 
conditions in both sexes during the neonatal period, 
when colon bacillus bacterizmia is known to occur. 
During the course of bacillamia, colon bacilli do not 
tend to produce renal lesions. Observations on 
animals strongly suggest the occurrence of a form 
of pyelitis limited to the renal pelvis both patho- 
logically and clinically which is due to an infection 
ascending from the bladder. 

Under proper control, methenamine is one of the 
most valuable of urinary antiseptics. Comparative 
studies have shown it to be successful after other 
antiseptics have failed. The most important element 
in treatment with methenamine is acidification of 
the urine to a point at which acidity alone may aid 
in inhibiting bacterial growth. At a hydrogen-ion 
concentration of from 5.5 to 4.9 smaller doses of this 
drug seem to sterilize the urine. With strong acidi- 
fication of the urine it has been possible to use 
methenamine successfully in the acute pyelitis of 
early infancy, a condition in which little success was 
formerly expected. 


As the urine of patients on a ketogenic diet often 
shows bactericidal powers, it is evident that acidity 
of the urine is not alone responsible for this power. 
A ketonurine with a hydrogen-ion concentration of 
5.6 was found to have a marked bactericidal power 
whereas normal urine with a hydrogen-ion concen- 
tration of 4.8 was not bactericidal. Urine adjusted 
to a hydrogen-ion concentration of 4.6, 4.4, and 4.2 
had bactericidal power against certain organisms. 
No urine with a hydrogen-ion concentration of more 
than 5.6 when passed was found to be bactericidal, 
but urines which became alkaline on standing re- 
mained bactericidal. Urines which lost the bac- 
tericidal property with increasing alkalinity again 
became bactericidal when the hydrogen-ion con- 
centration was reduced to the original level. Most 
urines when alkalinized to a hydrogen-ion concen- 
tration of 5.8 or more lost their bactericidal power. 

The concentration of the bactericidal substance 
is well seen in dilution. Bactericidal ketonurine 
diluted 1:1 and 1:2 still remains bacteriostatic, but 
the author has examined no ketonurine which did 
not lose its bacteriostatic power when diluted 1:3. 

Beta-hydroxybutyric acid, even in its racemic 
form, may have a bacteriostatic action. In some 
urines this action was found to be proportional to 
the content of hydroxybutyric acid. 

The ketogenic diet offers a means of rendering the 
urine bactericidal and thereby sterilizing the urinary 
tract even in the presence of stasis. However, even 
in cases of intense ketosis and a low hydrogen-ion 
concentration, the bactericidal power of the urine 
tends to disappear after ten days. The more rapid 
the production of ketosis, the better the bactericidal 
action. Louis NEuUWELT, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Jones, R. W., and Roberts, R. E.: Calcification, 
Decalcification, and Ossification. Brit. J. Surg., 
1934, XX1, 401. 

Bone formation has been considered a specific 
activity of osteoblasts despite the fact that it may 
occur in tissues distant from sources of osteoblasts. 
The association of decalcification with hyperemia 
of infection has been accepted, but as the decalcifi- 
cation leading to non-union after fracture of the neck 
of the femur has been attributed to impairment of 
the blood supply, identical changes have been attrib- 
uted to opposite processes. 

The osteoblast can no longer be regarded as a cell 
endowed with the specific power of laying down bone. 
It is merely the cell of a mesenchymatous tissue in 
which inorganic salts may be deposited, absorbed, 
redeposited, and re-absorbed according to the local 
influence of enzymes and under the general control 
of endocrines. This is not a property peculiar to bone 
cells. A similar power to effect the deposition of in- 
organic salts is possessed at certain stages of de- 
velopment by the cells of cartilage and of fibrous 
tissue. The bone cell of Purkinje is a quiescent 
fibroblast imprisoned in bone. The osteoblast is a 
fibroblast enlarged because of activity. Normal and 
pathological changes are demonstrated by variations 
from one type to another, such as: (1) dedifferentia- 
tion of bone to fibrous tissue in hyperparathyroid- 
ism; (2) dedifferentiation of fibrous tissue of tendons 
and muscles into bone in myositis ossificans pro- 
gressiva; (3) a change from cartilage into bone in 
epiphyseal disks; and (4) ossification of the semilunar 
cartilages of the knee. 

Calcification is dependent on phosphatase activity 
which is controlled by the hydrogen-ion concentra- 
tion of the tissue fluids, and this in turn is probably 
determined by local conditions and the content of 
calcium in the blood. There is a definite balance be- 
tween calcification and vascularity. Pathological 
calcification occurs in tissues in which the metabo- 
lism is normally low, such as the avascular caseous 
masses of old tuberculous and syphilitic disease; 
tendons and ligaments; costal and semilunar car- 
tilages; and the falx cerebri. Even in such relatively 
avascular tissues the deposition of calcium is usually 
the result of a still further reduction in the metabolic 
rate by fibrosis following trauma or infection. 

The association between impaired vascularity, 
phosphatase activity, and calcification is reversible. 
Tissues may be calcified, decalcified, and recalcified 
by alternately decreasing the circulation by the in- 
fluence of the roentgen rays and: allowing it to in- 
crease by stopping the roentgen treatment. 


When the blood supply to a bone is decreased the 
bone undergoes increased calcification, as in syphi- 
litic osteitis, in which there is an endarteritis ob- 
literans and the characteristic bone change is one of 
increased calcification or sclerosis. Similar changes 
are found in the reparative stages of osteomyelitis. 
When the blood supply to a bone is increased by 
infection or by trauma with the liberation of 
histamine or acetylcholine, decalcification occurs. 

The article includes roentgenograms showing the 
relation between vascularity and decalcification and 
avascularity and calcification in pathological and 
normal calcareous deposits. 

In discussing the clinical significance of the 
hyperemic decalcification of bone shown in delayed 
union or non-union of fractures, in bone transplants, 
and in Kuemmell’s disease of the spine, the authors 
state that benefit may be derived from reduction of 
the hyperemia. Non-union of fractures may be 
caused by hyperemia resulting from the shearing 
and twisting of improperly immobilized parts. Ob- 
viously, therefore, proper immobilization is in- 
dicated. In compound fractures which fail to heal, 
infection may be an additional cause of hyperemia. 
The infection should be treated by complete im- 
mobilization as by the Orr method of treating com- 
pound fractures and infections of bones. 

The authors maintain that a bone transplant never 
enters the circulation of the host. A bone-grafting 
operation facilitates union of fractures because: 

1. The preparation of the bed of the graft breaks 
down the barrier of sclerosed bone and permits 
revascularization and mobilization of calcium salts. 

2. The graft itself increases the local excess of 
calcium. 

3. Accurate fitting of the graft in its bed assists 
in proper fixation. 

Avascularity with calcification is found also in 
metastatic malignant disease of bone, fragility of 
calcified bone, Kienboeck’s disease, Preiser’s disease, 
Koehler’s disease, and Freiberg’s disease. 

The difference in the degree of calcification of 
sarcomata and of secondary deposits of carcinomata 
is definitely related to the degree of vascularity. In 
certain stages of Paget’s disease, syphilitic osteitis 
with obliterating endarteritis, and Albers-Schoen- 
berg’s disease, spontaneous fractures occur because 
of fragility of densely calcified avascular bone. 

When the periosteum is elevated by a sub- 
periosteal hematoma, bone is found within the new 
limits of the periosteum. Subperiosteal ossification 
may be found in avascular muscles in the elbow, 
knee, ankle, and shoulder. In certain injuries of the 
semilunar cartilages calcification may be confused 
with loose bodies in the knee joint. 

Rupotps S. Rercu, M.D. 
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Kay, H. D., Simpson, S. L., Riddoch, G., and 
Vilvandré, G. E.: Osteitis Deformans. Arch. 
Int. Med., 1934, liii, 208. 

The authors report thirty-four cases of osteitis 
deformans or Paget’s disease. Eighteen of the 
patients were females. The ages of the patients 
ranged from thirty-nine to seventy-eight years and 
averaged fifty-five years. In one instance a brother 
and sister and possibly their mother had osteitis 
deformans. 

The condition is usually insidious in its onset and 
may be present for many years without being de- 
tected. In ten of the cases reported the first symp- 
tom was pain in the lower limbs; in two, pain in the 
back; and in two, headache. In four, attention was 
first called to the disease by the occurrence of a 
pathological fracture, and in eight, the disease was 
discovered when the patient was admitted to the 
hospital for some other condition. 

Twenty-four of the thirty-four patients suffered 
pain. The pain was usually in the back and lower 
limbs. Eight patients complained of severe head- 
ache. The headache occurred in various regions of 
the skull. The pain in the long bones has been 
attributed by Elting to distention of the periosteum. 
In some of the cases reviewed it was definitely 
associated with the change in the shape of the bones 
and the development of new axes of strain and 
stress. The changes in the shape of the bones are 
due to softening, and their degree and direction are 
influenced by gravity and muscular tension. In 
three of the cases reviewed bowing of the legs was so 
extreme that walking was impossible. In the 
classical case there is enlargement of the skull, but 
this does not always occur and was absent in eight 
of the thirty-four cases reviewed. Arthritis was 
present in three cases, but was probably associated 
with changes due to age. Sarcoma of the femur de- 
veloped in one case. In a review of the literature, 
Packard, Steele, and Kirkbride found that sarcoma 
developed in five of sixty-seven cases. 

Two of the patients whose cases are reported by 
the authors suffered from spastic paraplegia caused 
by spinal compression due to deformed vertebra and 
associated with incontinence of urine and sensory 
disturbances. Seven patients had evidence of 
nervous lesions attributable to spinal compression 
or vascular changes, such as senile epilepsy, lateral 
nystagmus with diplopia, and polyuria. Mental 
abnormality was noted in two patients, but was not 
— to changes in the shape or growth of the 
skull. 

Arterial degeneration is common in osteitis de- 
formans. Arteriosclerosis was found in nineteen of 
the patients whose cases are reported by the authors. 
In nineteen it was severe; in six, moderate; and in 
four, slight. The authors believe that while it may 
occur more often in persons with osteitis deformans 
than in others of similar age, there is not sufficient 
evidence to warrant the theory that toxins or ab- 
normal calcium metabolism is the direct cause of the 
arterial degeneration. 


Two of the patients whose cases are reported 
showed optic atrophy, and two had diplopia and 
nystagmus. Hemorrhage of the fundus, keratitis, 
and subretinal hemorrhage occurred in one case 
each. The authors believe that the ophthalmic 
changes in osteitis deformans are probably caused 
by bony compression of the optic or oculomotor 
nerves or by retinal arteriosclerosis. 

Gross impairment of hearing was present in ten 
cases. In nine, it was due to chronic disease of the 
middle ear, and in one, to bilateral otosclerosis. 

Studies of the chemical composition of the bones 
in osteitis deformans have revealed an increase in the 
percentage of organic matter and a decrease in the 
mineral matter, that is, a decrease in calcium and 
magnesium. 

In the blood, the calcium and phosphorus are ap- 
proximately normal, whereas in generalized osteitis 
fibrosa the serum calcium is almost invariably above 
normal and the plasma phosphorus is below normal. 
In osteitis deformans there is a striking increase in 
the phosphatase activity in the plasma. In all of the 
cases reviewed the plasma phosphatase was much 
above the normal and in the majority it was more 
than ten times the normal. The high plasma 
phosphatase has not been diminished by treatment, 
although this has been accomplished in osteitis 
fibrosa and osteomalacia. 

A study of the mineral metabolism in osteitis de- 
formans showed retention of calcium, magnesium, 
and phosphorus and a loss of sulphur due to cal- 
cification of the newly formed matrix with loss of 
sulphur from the matrix. 

In discussing the various theories as to the cause 
of osteitis deformans the authors state that the 
theories attributing the condition to syphilis and 
neurophic factors are without foundation. It is be- 
lieved that the possible phases of parathyroid 
activity may be secondary to bony changes of un- 
known origin. At present there is insufficient 
evidence to prove that the disease is caused by a 
disturbance of the function of a ductless gland, in- 
flammation, or a combination of these factors. 

Roentgen examination in the typical case shows a 
““cotton-wool”’ appearance of the involved bones 
and rarefaction adjacent to increased density. 
Roentgen examination often reveals the disease 
when there are no clinical symptoms. 

Osteitis deformans must be differentiated from 
metastatic prostatic carcinoma and osteitis fibrosa. 

Rupotpa S. Rercu, M.D. 


Marziani, R.: The Generalized Osteochondrodys- 
trophies of Growth (Sur les ostéochondrodys- 
trophies systématisées de la croissance). Arch. 
franco-belges de chir., 1933-34, XXxiv, 22. 


A number of related diseases characterized by 
changes of all of the endochondral bones or of the 
epiphyseal portions of the long bones have been 
described. To date, no comparative studies have 
been made of these diseases and they are designated 
in the literature by a variety of names such as 
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“‘osteo-arthritis deformans endemica (Weljaminow), 
“ Kashin-Beck disease,” “congenital and hereditary 
generalized osseous dystrophy”’ (Léri), ‘‘pleonosto- 
sis’’ (Léri), “familial osseous dy strophy ” (Morquio), 
‘spongy ‘generalized dystrophy” (Grudizinski), 
‘generalized osteochondritis” (Wright), “dwarfism 
due to disturbance of epiphyseal development” 
(Ruggles), and “dwarfism from disturbance of en- 
dochondral ossification’ (Campbell). 

Kashin-Beck disease was described in 1861 by 
Kashin as a form of endemic gout and arthritis, and 
by Beck in 1906 as an endemic arthritis. It is char- 
acterized by symmetrical polyarthritic deformities 
of the extremities. Ordinarily it appears insidiously 
in children at about the fifth year of age and runs a 
course of from eight to ten years. It may be pain- 
less or associated with rheumatic symptoms. Goiter 
may be present. The condition causes limitation of 
the movements of the joints and deformities such as 
kyphosis, lordosis, genu valgum, and coxa vara. 

The pleonostosis described by Léri in 1922 is a 
generalized familial dystrophy affecting the skeleton 
as a whole, but especially the long bones. It was first 
seen in a man thirty-five years old and his two chil- 
dren who were respectively four years and three 
weeks old. In the children the changes were slight. 
There was symmetrical involvement of the hands, 
elbows, feet, knees, and hips. Movements were lim- 
ited, and there were deformities. The deformities 
included short square hands with flexed fingers and 
partial ankylosis of the proximal and middle joints. 
The wrists were large and showed only slight move- 
ments of flexion and extension. Lateral movements 
were abolished. The forearms were in pronation and 
the humeri in internal rotation. Abduction of the 
arms was limited. The feet were short and thick and 
in varus and cavus. Flexion and extension were 
markedly reduced, as were movements of the toes. 
Abduction of the thighs was impossible, the hips 
permitting only slight flexion and extension. The 
vertebral column was relatively stiff, and the back 
was flat. The nose was of saddle shape, and the dis- 
tance between the eyes was increased. The borders 
of the lower lids formed a straight line. The cases 
reported by others closely resembled those reported 
by Léri. 

In a study of the roentgen signs, Goldstein and 
Nikiforow found alternate zones of rarefaction and 
sclerosis with lipping of the articular borders and 
vertebral bodies, widening of the interarticular 
spaces, and retardation of endochondral ossification. 
Léri called the condition “ pleonostosis” because of 
the premature ossification, enlargement of the ep- 
iphyses, and destruction of the joint cartilages. 
Wright described alterations which resembled those 
of the various osteomalacias such as Calvé-Legg- 
Perthes disease, Koehler’s disease, and Kienbock’s 
disease. The vertebral bodies are flat and broad, a 
change that has given rise to the name “generalized 
platyspondylosis” (Lance, Denks, Weil). 

Pathological studies have shown that enlarge- 
ment and irregularity of the epiphyseal cartilages 


are already present in the fetus. At the age of one 
year the epiphysis is excessively vascular and irregu- 
lar and there are zones of osteoporosis and small 
subperiosteal haemorrhages. At a more advanced 
age a uniform osteoporosis of the diaphysis is found. 

With regard to the etiology of the disease little is 
known. The condition has been attributed to en- 
docrine, dietary, toxic, and hereditary factors. 

The author reports seven cases in detail with 
photographs and roentgenograms. 

ALBERT F, DE Groat, M.D. 


Freedman, E.: The Behavior of the Intervertebral 
Disk in Certain Spine Lesions. Radiology, 1934, 
XXxii, 219. 


The intervertebral disk is a cartilage which acts as 
a bumper between the vertebre. In its center is a 
watery. fibrous mass called the “nucleus pulposus” 
which renders the disk more resilient. The ratio of 
the thickness of the disk to the thickness of the ver- 
tebral body is about 1:1.5 in the thoracic region and 
about 1:3 in the lumbar region. 

It is questionable whether the disk can be the pri- 
mary site of disease. However, this may be possible 
in younger persons in whom the disks have intrinsic 
blood vessels. Many clinicians regard a narrowing of 
a disk as a sign of tuberculosis, and it has been gen- 
erally believed that in tuberculous spondylitis com- 
plete obliteration of the joint space without bone 
production occurs whereas in non-tuberculous dis- 
ease there is new bone growth and no diminution in 
the joint space. Recently, however, this theory has 
been questioned. The author, as well as others, has 
seen proved cases of tuberculosis in which the joint 
space and intervertebral disk seemed to be of normal 
thickness. This may have been due to the fact that 
the patient was constantly recumbent or possibly to 
the pressure of an intervertebral and paravertebral 
abscess. In one case there was complete collapse of 
the third lumbar vertebra with a normal joint space 
on either side and no change in the contour of the 
spine. The diagnosis made on the basis of the roent- 
gen findings was metastatic tumor, but at autopsy 
typical tuberculous tissue containing tubercle bacilli 
was found. In another case, in which the roentgeno- 
grams showed the picture typical of spondylitis 
deformans with bony bridges and joint spaces of 
normal width, autopsy showed the condition to be 

tuberculosis. In a third case, bone production, nor- 
mal joint spaces, and tubercle bacilli were found. 

In a case of carcinoma of a vertebra secondary to 
a carcinoma of the thyroid the intervertebral disk 
and space were obliterated and there was a kyphosis 
simulating tuberculosis, and in a case of vertebral 
carcinoma secondary to carcinoma of the breast the 
spaces between the several vertebre were narrowed. 

In typhoid spine the disk may become opaque and 
thin after a few weeks. The author cites a case in 
which examination revealed pronounced scoliosis, ir- 
regular necrosis of the vertebral bodies next to the 
narrowed disks, and a temperature of from 39 to 40 
degrees C. About six weeks later there was very 
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evident new bone formation which developed into 
bridges causing ankylosis between two vertebre. 
The disk, however, remained narrow. 

In osteomyelitis and other infectious forms of 
arthritis of the spine the disk may remain intact or 
may be destroyed. In cases in which it is destroyed 
and the adjacent vertebre are necrotic the lesion 
may be mistaken for tuberculosis. 

WILLIAM ArTHUR CLARK, M.D. 


Hayek, W.: Talonavicular Synostosis (Synostosis 
talonavicularis). Zéschr. f. orthop. Chir., 1933, 1x, 
231. 


In the literature the author found the reports of 
four cases of talonavicular synostosis. Three of the 
patients and the patient whose case is reported by 
the author were males. In Holland’s case the talus 
which was completely fused with the navicular bone 
showed a distinct line of demarcation in its upper 
portion. In Blencke’s case, there were, in addition to 
fusion of the talus and navicular bone in the talo- 
navicular articulation, two remnants of the ob- 
literated articular cartilage the size of caraway 
seeds. The tuberositas ossis navicularis protruding 
markedly on each side indicated synostoses with the 
ossa tibiala during the period when the latter were 
still in the germinal stage. In Esau’s case there was 
a synostosis between the talus, navicular bone, and 
the first cuneiform bone, two toes were missing, and 
in the skeleton of the left foot, which was otherwise 
normal, one toe was missing. In the case reported 
by Illieritz, the fifth ray was missing as was also a 
navicular as a separate bone; only one metatarsal 
bone articulated with the cuboid bone; the head of 
the talus, besides projecting markedly, showed con- 
densation of the bony structure in its medial portion; 
and shortening of the right foot by the width of the 
navicular bone suggested complete absence of that 
bone. 

The author’s case was that of a ten-year-old boy 
with symptoms of depressed arch which were relieved 
by a flat-foot insert with inner heel wedges. The left 
foot had six well-developed toes, the second of which 
was pressed slightly dorsad by the first and third. 
Roentgen examination of the left foot showed 
marked lowering of the longitudinal arch, complete 
bony ankylosis between the talus and navicular 
bone, longitudinal shortening of the second cunei- 
form, widening of the third cuneiform bone, duplica- 
tion of the second metatarsal bone which had free 
rays in half of its course and proximally a common 
shaft of twice the normal width with a similar base; 
and adduction of the terminal phalanx of the left 
hallux. 

The patient’s father, a syphilitic, was in the 
hospital for a long time after his marriage for treat- 
ment of polyarthritis, particularly of the ankles, 
blepharoconjunctivitis, and hypertrophy of the 
parotid glands. His Wassermann reaction was 
strongly positive and did not become negative until 
after the third course of treatment. He had four 
courses of treatment. He showed a tendency to de- 
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velop eczema and had adherent ear lobes. His feet 
were normal externally, but roentgen examination 
disclosed in both of them complete bony ankylosis 
between the first metatarsal and the first cuneiform 
bones and apparently also of the other metatarsals 
and the first row of the tarsals. The remaining tarsal 
bones, particularly the tali, and especially the left 
talus, were slightly deformed. On each side the os 
tibiale externa was divided into at least two por- 
tions. Hallux valgus was present and more marked 
on the right than on the left side. Both of the first 
metatarsal bones showed an exostosis the size of a 
kernel of rice on the distal and fibular side. In the 
base of the first metatarsal bone there was an island 
of compact bone. 

The Wassermann reactions of the mother and the 
other children were negative. The sister of the 
patient was normal. The grandfather, who probably 
had acquired syphilis, and the great-grandfather on 
the paternal side were alcoholics. The great- 
grandmother, probably an arthritic, died young of 
pulmonary tuberculosis. The grandmother, a Polish 
woman who was said to have adherent ear lobes, was 
healthy. The brother of the grandfather died of 
pulmonary tuberculosis at the age of thirty-seven 
years. His child was healthy. The second brother, 
an alcohol addict, lost his life in an accident. The 
third, who was still living, had been operated on for 
glaucoma. One brother of the father died at the age 
of one year of congenital syphilis; another, at the age 
of twenty-two years, of pulmonary tuberculosis; and 
a third, at the age of two years, of convulsions. The 
three other children of the father’s parents were 
healthy and had healthy offspring and negative 
Wassermann reactions. There was a history of two 
abortions and one stillbirth. The picture was that of 
an alternating syphilitic heredity. 

On the maternal side, the great-grandfather was 
an alcoholic, the grandfather died of war wounds, 
and the grandmother died of miliary tuber- 
culosis. The mother was healthy. Roentgen 
examination of her feet showed deformity of the 
second and third cuneiform bones as though from 
lateral compression, and marked protrusion of the 
navicular bone. 

The structure of the complete talonavicular 
synostosis described by the author does not permit 
the assumption that it originated from at least two 
centers of ossification. Both feet were of the same 
length, and the length of the combined talus was the 
same as that of the talus and navicular bone of the 
other side. For the islands observed by Blencke in 
the structure of the combined talus the author re- 
jects the term “articular cartilage.”’ Since, according 
to Kollmann, the fissure between the navicular bone 
and the talus appears between the eighth and ninth 
week of embryonic life, it might be a matter of in- 
different connective tissue or this might have broken 
down. Under such conditions the term ‘‘cyst, which 
Blencke rejects, would be suitable. Even by ex- 
treme planter flexion, from the middle of the foot, the 
author was unable to cause gaping of the articular 
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space as Blencke did in the case of his twenty-six- 
year-old patient. He suggests that possibly the 
tendon apparatus was not yet sufficiently loosened. 
The fusions associated with the talonavicular 
synostosis in Holland’s case and in the father of the 
author’s patient suggest that the cause, as also for 
the polydactylia, was an injury to the germ. Hayek 
believes that in his case the noxa was the alcoholism 
in both the maternal and the paternal lines. Added to 
this was the congenital syphilis of the father, in whom 
the synostoses first appeared. As the patient was 
seronegative, an inflammatory injury dependent on 
congenital syphilis could be excluded. Such an in- 
jury has not yet been recognized in the third genera- 
tion with a positive Wassermann reaction. Without 
doubt, the case was not one of absence of the 
navicular bone, but one of fusion of the anlages of 
the talus with the navicular bone. Such fusion can 
occur also with other and several bony anlages and 
may remain unrecognized if flat-foot pains do not 
occur. The noxa causing the injury to the germ may 
be syphilis, alcohol, or general degeneration in the 
ancestral line. ENGEL (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Meier, F.: Results of Meniscectomy. Follow-Up 
Examinations of Patients Subjected to Menis- 
cectomy at the Canton Hospital in Aarau in 
the Period from 1929 to 1931 (Resultate nach 
Meniskektomien. Nachuntersuchungen der in der 
kantonalen Krankenanstalt in Aarau in den Jahren 
1929-1931 meniskektomierten Patienten). Schweiz 
med. Wchnschr., 1933, ii, 1019, 1099. 


From the same hospital, Patry-Remzy, in 1920, 
reported the results of follow-up examinations of 
patients subjected to meniscectomy in the period 
from 1911 to 1926. The results reported in this 
article are comparable with those of Patry-Remzy as 
in Meier’s investigation exactly the same outline 
was used for the questionnaire and the follow-up 
examination. However, Meier’s work went farther 
than that of Patry-Remzy as it included an in- 
vestigation of the value of Bircher’s procedure of 
simultaneous excision of Hoffa’s fatty mass with the 
meniscectomy. This investigation was undertaken 
because meniscal lesions include lesions of the 
synovialis and of Hoffa’s fatty body which, by 
chronic inflammation, may lead to pain, disturbances 
of movement, and even phenomena of incarceration 
after removal of the menisci. 

Meniscosynovitis is probably related to osteo- 
chondritis deformans. Laewen and Payr agree with 
Bircher in recommending removal of the plice 
synovialis to obtain better operative results. In 
1920, Bircher reported that synovitis could be 
demonstrated in 62 per cent of cases in which six 
weeks had elapsed between the trauma and opera- 
tion and in 83 per cent of those in which the interval 
was longer than a year. From this fact he concluded 
that, to improve the late results, operation must be 


performed early. Bircher now inspects Hoffa’s fatty 
mass at every meniscectomy and removes it routine- 
ly if he finds it macroscopically changed. 

Meier emphasizes that his statistics include only 
uncomplicated meniscal injuries. Internal injuries 
complicated by involvement of the crucial and 
lateral ligaments are not considered. In the period 
from 1929 to 1931, 213 meniscectomies were done. 
Questionnaires were answered by 146 (70 per cent) 
of the patients. Ninety-eight of these patients were 
re-examined. In the tabulated statistics these 146 
cases are used, but in some instances separate data 
are given as the answers to the questionnaire and the 
findings of re-examination did not agree. The hope 
of compensation had an important influence on the 
answers regarding complaints, leading frequently to 
exaggeration. 

Four types of results are recognized: (1) perfect, 
i.e., patient entirely free from symptoms and 
functionally fit; (2) good, i.e., patient not free from 
symptoms, but with 100 per cent capacity for work; 
(3) moderate, i.e., patient complaining of constant 
pain and showing some limitation of function ob- 
jectively (these persons were receiving insurance); 
and (4) poor, i.e., marked stiffness in the knee. 

In no case in which a re-examination was made 
either by Patry-Remzy or by Meier were the results 
of the fourth type. The results of both series of 
follow-up examinations were in practical agreement. 
A perfect result was found by Patry-Remzy in 71.4 
per cent of the cases and by Meier in 72.4 per cent, 
and a good result by Patry-Remzy in 28.6 per cent 
and by Meier in 27.6 per cent. No patient was 
obliged to change his occupation even though in 8 of 
those with good results small pathological changes 
were demonstrable. The results were better in 
younger than in older patients. Of the younger 
patients, Patry-Remzy found a perfect result in 75 
per cent and a good result in 25 per cent, and of the 
older patients, a perfect result in 59 per cent and a 
good result in 41 per cent. Meier found a perfect 
result in 72 per cent and a good result in 28 per cent 
of the younger patients, and a perfect result in 64 
per cent and a good result in 38 per cent of the older 
patients. Sex exerted noinfluence. On the other hand, 
the interval between the operation and the follow-up 
examination was of importance. The results became 
better with time. Therefore the surgeon is justified 
in assuring the patient who at first complains of 
symptoms that these will disappear in the course of 
time, probably by the end of a year. 

The results after removal of the lateral meniscus 
(by Patry-Remzy in 15 per cent and by Meier in 7 
per cent) were equally good. Of great importance 
was the relation of the result to the interval between 
the trauma and the operation. Persons operated on 
early had better results than those operated on after 
months or years. On this point Meier’s statistics 
differ from those of Patry-Remzy. Patry-Remzy 
found the results ro per cent better in patients who 
were operated on after one year. This was at- 
tributed to the fact that there were 6 per cent more 
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young persons in the group operated on late and 
young persons have a better healing tendency and a 
stronger will to get well than older persons. Meier 
found perfect results in 74 per cent and good results 
in 26 per cent of the cases in which the interval was 
up to six weeks; perfect results in 67 per cent and 
good results in 33 per cent of those in which the 
interval was between six weeks and one year; and 
perfect results in 63 per cent and good results in 37 
per cent of those in which the interval was longer 
than one year. He sees the explanation in the 
routine removal of Hoffa’s fatty body when it 
showed macroscopic change. Of the first group 
(interval up to six weeks), synovitis was found in 60 
per cent; of the second group, in 77 per cent; and of 
the third group, in 82 per cent. However, according 
to Rost’s experiments on animals, the synovialis re- 
covers more rapidly than the fatty body and there- 
fore excision of the latter is absolutely necessary. 

Complete postoperative disability for work aver- 
aged forty-eight days and 50 per cent disability 
averaged twenty-three days. Whereas Patry- 
Remzy found perfect healing in 72 per cent of insured 
patients and 69 per cent of uninsured patients, 
Meier found perfect healing in 68 per cent of insured 
patients and in 87 per cent of those not insured. 
Without doubt, insurance was a factor in these per- 
centages, but it must be borne in mind that there 
was a greater number of young persons among the 
non-insured. 

With regard to functional ability after the 
meniscectomy, Meier states that all of the patients, 
the majority of whom were doing heavy work, re- 
mained in their previous occupation. Of Patry- 
Remzy’s 257 patients, 2 were obliged to choose 


lighter occupations. Only 2 of Meier’s patients were 
drawing permanent compensation (10 and 5 per cent 
respectively) at the time of the follow-up examina- 
tion. Fifteen received temporary compensation of 
from 10 to 25 per cent for from six to twelve months. 
Forty-one patients were called for military service. 
Nine were excused from serving, apparently as a 
precautionary measure although the result was good 
in 3 and perfect in 6. Of 43 persons addicted to 
sports, only 4 had given up sports. In no case were 
there postoperative phenomena of incarceration due 
to overlooked tears in the posterior parts of the 
meniscus or portions left there purposely. 

Bircher’s clinic therefore continues to advocate 
the parapatellar incision and to maintain that only 
the injured portions of the meniscus need be removed 
and total extirpation is not necessary. Under all con- 
ditions care must be taken to avoid dividing the 
lateral ligaments. A slight degree of instability 
was seen in only 3 of the cases reviewed. ‘‘ Drawer” 
symptoms were never observed. In all of the 
98 cases in which the patient was re-examined, 
roentgenograms on both sides were made, and in 55 
cases pneumoroentgenography was done on the knee 
subjected to operation. Pneumoroentgenography 
has great advantages as it shows the menisci clearly 
and the shape and size of Hoffa’s fatty bedy, the 
recess, and the bursa. By this procedure it is possible 
also to ascertain the state of regeneration of the 
meniscus. Among the 55 cases there were only 5 
which showed no regeneration, all those of older 
patients. 

The article contains roentgenograms. In con- 
clusion the author states that meniscectomy does 
not cause arthritis deformans. Franz (Z). 











SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Pazzagli, R.: The Genesis of Post-Traumatic 
Arteriovenous Aneurisms. A Clinical and Ex- 
perimental Contribution (Sulla genesi post- 
traumatica di aneurismi artero venosi. Contributo 
clinico e sperimentale). Clin. chir., 1933, ix, 1044. 

The author reports a case of late post-traumatic 
arteriovenous aneurism of the superficial femoral 
vessels and a series of attempts to produce arterio- 
venous aneurisms in animals. From the results of 
the experiments he concludes that for the produc- 
tion of an arteriovenous aneurism a simple traumatic 
lesion must be supplemented by infection or a lesion 

of the vessel walls. P. F. Metixpr, M.D. 


Costa, D., and Mariotti, D.: Systematic Histo- 
logical Studies of the Changes in the Arteries 
and Veins of the Viscera and Limbs of Persons 
Affected with Syphilitic Aortitis (Ricerche isto- 
logiche sistematiche sulle alterazioni della arterie e 
della vene viscerali e degli arti in individui affetti da 
aortite luetica). Sperimentale, 1933, Ixxxvii, 501. 

The authors sectioned several arteries and veins 
in thirty-one proved cases of syphilitic aortitis. Be- 
sides the aorta, each artery and vein was examined 
at more than one level, especially if the findings were 
negative. The carotid, coronary, and cerebral 
arteries and the arteries of the lower limbs were most 
frequently affected with lesions similar to the aorti- 
tis. In subjects of advanced age the coronary and 
cerebral arteries, but especially the carotid arteries, 
were particularly diseased, whereas in the younger 
subjects the arteries of the lower limbs were in- 

volved more frequently. P. F. Metixo1, M.D. 


BLOOD; TRANSFUSION 


Meixner, K.: The Blood Properties M and N (Die 
Bluteigenschaften M und N). Wien klin. Wchnschr., 
1934, 1, 23. 

In addition to the blood groups A, B, and O, which 
are now generally recognized, there are other proper- 
ties of blood which permit a more exact differentia- 
tion of the old blood groups. These also depend on 
agglutinins which are obtained by immunization of 
rabbits with blood of Group A or B. From the serum 
so obtained the agglutinin directed against the hu- 
man cell is removed by its union with blood corpus- 
cles of Group O. By further investigation of these 
very complicated phenomena, Langsteiner and Le- 
vine were able to distinguish two properties, which 
they designated by the letters ““M” and “N.” 
These two properties are so closely related that both 
are never absent. However, as either M or N may 
be absent, three sub groups can be recognized. The 
technique of the investigation is explained. 


66 


In studies of the blood with regard to M and N 
which the author has carried out over a period of 
years, he has established the heredity of these prop- 
erties. Altogether he has made about 30,000 deter- 
minations. He found that in the proof of parentage 
these determinations may give more accurate results 
than the usual blood-group determination. 

Rost (Z). 


Barlik, A.: The Nature of Delayed Blood Clotting 
in Icterus Due to Stasis (Ueber das Wesen der 
verzoergerten Blutgerinnung beim Stauungsikterus). 
Arch. f. klin. Chir., 1933, clxxvi, 252. 

The cause of the delay of blood clotting in icterus 
due to stasis has not yet been satisfactorily proved. 
Flooding of the body with the constituents of bile 
cannot be the cause as implantation of the common 
duct into the inferior vena cava produces no change 
in clotting (Wildegans). 

Since, theoretically, delay of blood clotting may 
be caused by: (1) deficient formation of thrombin, 
(2) a lack of fibrinogen, and (3) the presence of sub- 
stances which inhibit the action of thrombin on its 
substratum, it was necessary to study all of these 
factors. A deficiency of fibrinogen can be ruled out 
as blood from icteric patients clots readily when sub- 
stances which stimulate clotting are added to it. 
Deficient thrombin formation may be due to: (1) a 
deficiency of calcium ions, (2) a deficiency of pro- 
thrombin, (3) a deficiency of cytozym, or (4) an ex- 
cess of antiprothrombin. There is no deficiency of 
calcium ions or prothrombin, and no absolute de- 
ficiency of cytozym. However, a relative deficiency 
of cytozym and an excess of antiprothrombin were 
suggested by previous studies. 

The author’s studies were carried out on rabbits 
in which the common bile duct was ligated. In the 
determination of the antiprothrombin content of the 
blood, the blood was examined for the following 
factors which are characteristics of antithrombin 
alone: (1) antiprothrombin power, (2) antithrombin 
power, (3) a strongly complementary reaction against 
weakly sensitized blood corpuscles, (4) a weakly 
anticomplementary reaction against markedly sensi- 
tized blood corpuscles, (5) thermostability when 
heated to 56 degrees and (6) thermolability when 
heated to 70 degrees. In some cases determinations 
were made of the thrombin content of cholemic sera 
and its complementary powers; the resistance of the 
morphological constituents of the blood; and the 
possibility of inactivating the factors which inhibit 
coagulation of the blood by the addition of 
chloroform, acidification, and perfusion with carbon 
dioxide. 

The findings of these extensive studies indicated 
that in icterus due to stasis a substance correspond- 
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ing to antiprothrombin appears in the blood. This 
is evidenced by the following facts: 

The plasma of an animal with a ligated common 
duct possesses antithrombic, antiprothrombic, and 
anticomplementary properties. When a cholemic 
serum is heated to 56 degrees it possesses more 
marked antiprothrombic properties than normal 
serum similarly treated. When it is heated to 70 
degrees the antiprothrombic property is lost. The 
action of prothrombin is reversibly inhibited by 
cholemic plasma. By acidification, the addition of 
chloroform, and perfusion with carbon dioxide the 
coagulability of cholamic blood and plasma is in- 
creased. The morphological constituents of cholamic 
blood exhibit an increased resistance. As compared 
with the antiprothrombin, the other constituents of 
cholemic blood which have some influence on the 
course of coagulation are of much less importance. 

The increase of antiprothrombin in cholemic blood 
is attributed by the author to an injury of the liver, 
which regulates the antiprothrombin content of the 
blood. It is possible also that the extrahepatic 
formation of antiprothrombin is increased. 

With regard to treatment no definite conclusions 
may yet be drawn from these observations. It is un- 
known where the antiprothrombin is formed in the 
body. Irradiation of the spleen seems to influence 
antiprothrombin formation. As the decrease in the 
coagulability of the blood in hemophilia is due to an 
excess of antiprothrombin in the blood, the dis- 
turbance in icterus due to stasis is analogous to the 
disturbance in hemophilia. Therefore when we find 
a remedy for the diminished coagulability of 
cholemic blood we will have a remedy also for 
hemophilia. HELLNER (Z). 


Thomsen, O.: Some Remarks on Preliminary 
Tests in the Choice of a Donor for Blood Trans- 
fusion (Einige Bemerkungen ueber die Vorprobe 
bei der Wahl eines Spenders zur Bluttransfusion). 
Klin. Wehnschr., 1933, ii, 1801. 


This article begins with a review of well-known 
facts with regard to hemolysis and agglutination. 
The absence of severe acute disturbances following 
the introduction of hemolyzing serum into the cir- 
culation is usually ascribed to extreme dilution of 
the serum. Thomsen doubts the correctness of this 
assumption as he observed no disturbances when the 
agglutination titer was as high as from 256 to 512 
and in infusions of from 400 to 500 c.cm. it sank at 
the most no lower than one-tenth. With regard to 
the question as to whether hemolysin and agglutinin 
are different antibodies or merely two functions of 
the same antibody, Thomsen says that strongly 
hemolyzing sera usually have also a high agglutina- 
tion titer and non-hemolyzing or weakly hemolyz- 
ing sera a low agglutination titer. However, there 
are exceptions. In the newborn a strongly hemo- 
lyzing effect not infrequently occurs with a low 
agglutination titer. Moreover, in children the agglu- 
tination titer is always low. On the other hand, 
there are sera with an agglutination titer of from 16 


to 32 which have no hemolytic action. Conse- 
quently there is no simple quantitative relationship 
between agglutinating and hemolyzing effects. The 
following possibilities are cited: 

1. Hemolysin and agglutinin are different anti- 
bodies. 

2. The serum contains, in addition to comple- 
ment, substances in increasing concentration which 
are essential for the initiation of haemolysis when the 
antibody becomes fixed to the blood corpuscles. 

3. Agglutinin consists of different fractions, one 
of which exerts a hemolyzing action while the others 
cause only agglutination. 

The last possibility seems to offer the best ex- 
planation as dilution of the blood of the recipient 
would easily bring the concentration below that nec- 
essary for the reaction. In not more than 20 per cent 
of cases is it necessary to reckon with the possibility 
of severe accidents during transfusion due to intoler- 
ance of the patient for the blood of the donor. Nev- 
ertheless the blood groups must be determined. This 
is done with test sera. Experience has taught that 
erroneous group determinations are not rare when 
the physician has not fully mastered the method. 
When the physician is not skilled in the use of the 
method the tolerance test is preferable. The serum 
of the patient is mixed with the blood of the donor 
and, if practicable, the blood of the patient is mixed 
with the serum of the donor. This test is reliable if 
the sources of error are considered. At room tem- 
perature and in the thin film between the slide and 
cover glass the reaction progresses very slowly. This 
source of error may usually, though not always, be 
avoided by diluting the serum 1:4 or 1:5. Therefore 
the author recommends the following method: 

From 1 to 2 c.cm. of the patient’s blood is with- 
drawn by venepuncture with a record syringe which 
is perfectly dry and free from traces of alcohol and 
ether. The blood is allowed to stand at a tempera- 
ture not exceeding 37 degrees C. for from ten to fif- 
teen minutes to allow coagulation. It is then centrif- 
ugalized and the hemoglobin-free serum is pipetted 
off. The test is made in two miniature test tubes. 
Six drops of the patient’s serum are introduced into 
the first test tube and 2 drops of serum and 6 drops 
of salt solution are introduced into the second. Then, 
to each is added 1 drop of a blood suspension from 
the donor made by introducing 2 drops of blood from 
the donor’s ear or finger (dry) into a receptacle con- 
taining 10 drops of salt solution. The first of the 
small test tubes is then placed at once on a water 
bath at a temperature of 37 degrees C. From the 
second, a drop is placed on a glass slide, covered 
with a cover glass, and examined under low power 
(from 30 to 40 diameters) for the appearance of ag- 
glutination. The second test tube is then discarded. 
If hemolysis takes place in the first tube (it should 
be completed usually in a few minutes and at the 
latest after from ten to fifteen minutes) the donor 
cannot be used. If no hemolysis occurs in the first 
tube and no agglutination is seen under the micro- 
scope, the donor belongs to the same blood group as 
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patient or is a universal donor. The test is made still 
more certain when it is conducted reciprocally, i.e., 
when the serum of the donor is tested against the 
blood corpuscles of the recipient. 

In the literature the statement is frequently made 
that hemolysis seldom occurs in vitro. With fresh 
sera the author has been able to demonstrate he- 
molysis in 60 per cent of cases in which it would be 
expected to occur. The A; blood corpuscles are the 
most easily hamolyzed and the Az blood corpuscles 
the most resistant to hemolysis. Franz (Z). 


Muéggia, A.: The Transfusion of Blood in the Case 
of the Child (La transfusione di sangue nel 
bambino). Riforma med., 1933, xlix, 1812. 


The author urges wider application of blood trans- 
fusion in the cases of children. He states that in new- 
born infants, umbilical hemorrhage, mel#na, severe 


anemia, and acute infections are indications for 
blood transfusion. In older children the indications 
are the same as those in adults. In the endocrine 
disturbances of childhood the repeated transfusion 
of small quantities of blood may be of value as the 
donor’s blood contains relatively large amounts of 
the endocrine hormones which are in normal pro- 
portions to one another. 

Blood grouping and typing should be carried out 
for children as for adults in order to prevent re- 
actions from incompatible blood. The donor should 
be of the same group as the recipient. The use of a 
universal donor should be avoided if possible. 

The author reviews the techniques of blood trans- 
fusion. For young infants, the subcutaneous in- 
jection of whole blood is best, whereas for older 
children intravenous administration of the blood is 
the method of choice. Peter A. Rost, M.D. 





as *& ff Of Ph oe oe lee eee lel ee ee ee eee Cee ee 


~~ eo — — —— 


ort 4a oor fF A fe mw st A HR Ae Se 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ewig, W.: The Fundamentals for the Recognition 
of Postoperative Cardiac and Circulatory Dis- 
turbances (Ueber die Grundlagen zur Erkennung 
postoperativer Herz- und Kreislaufstoerungen). 
Chirurg, 1933) V, 774+ 


The author differentiates three large groups of 
postoperative circulatory disturbances: (1) failure of 
the cardiac motor, (2) a reduction of vascular tonus 
caused by injury of the vasomotor centers or of the 
peripheral vessels, and (3) disturbances in the capil- 
lary bed. Diminution of cardiac power is followed 
first by a decrease in the cardiac output, which the 
heart tries to compensate by an increase in the pulse 
frequency. If this fails, the heart’s blood volume per 
minute is reduced. The result is increased cardiac 
activity, as after operations, a manifest weakening 
of the heart. The blood lying in front of the left 
heart leads to stasis in the lungs and acceleration of 
the heart action. Following the diminution of the 
strength of the right heart and of much more impor- 
tance than the classical symptoms of an established 
heart weakness is the appearance of the following 
symptoms: increasing venous pressure, palpable 
liver, the appearance of urobilinogen and traces of 
albumin in the urine, an increase in the specific 
gravity of the urine, a decrease of the urinary output 
during the day, and, eventually, nycturia. No dis- 
turbances of psychic function occur. 

In uncomplicated vascular insufficiency—collapse 
or conditions simulating collapse—the filling of the 
heart is inadequate. The heart’s blood volume per 
minute becomes very small, the venous pressure is 
low, and the liver is never palpable. Urobilinogen 
and albumin in the urine and nycturia are absent. 
As a consequence of poor cerebral circulation, dis- 
turbance of the psychic functions or loss of conscious- 
ness may ensue. Successful treatment depends upon 
removal of the primary cause. A clear decision de- 
pends upon examination of the three most important 
components of the circulatory system—the amount 
of the work of the heart, the venous pressure, and the 
volume of blood in circulation. To determine the 
volume of blood in circulation the Congo red or car- 
bon dioxide method is employed. This determina- 
tion is important in order to know whether or not the 
circulatory system is filled with a sufficient quantity 
of blood. The venous pressure is determined exactly 
by the Moritz-Tabora method. In thirty cases the 
author measured the venous pressure before and 
after operation and compared his findings with the 
volume of blood in ‘circulation. Without exception, 
the venous pressure was definitely lowered whenever 
the volume of blood was markedly diminished. By 
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means of a not very complicated additional exami- 
nation—the Grollman acetylene method—the heart’s 
minute volume can be estimated if the basal metabo- 
lism is known. Jacos (Z). 


ANESTHESIA 


Kaye, G.: Anesthesia. Australian & New Zealand J. 
Surg., 1934, ili, 235. 

An anesthetic is expected to abolish appreciation 
of pain, render the patient quiescent, and diminish 
reflex activity so as to insure muscular relaxation 
sufficient for the surgeon’s needs. No drug can pro- 
duce these profound physiological changes without 
risk of injury to the patient. The drug selected 
should be one the administration of which can be 
stopped if ill effects ensue. The anesthetic risk in a 
given case will depend upon the patient’s tolerance 
to anesthetics, the nature and length of the opera- 
tion, the degree of shock and trauma produced, the 
dexterity of the surgeon, the toxicity of the anes- 
thetic, and the skill of the anesthetist. 

The choice of the anesthetic is made from the 
standpoints of safety and convenience, but safety 
should always be considered first. The local anes- 
thetics are the safest and are to be preferred unless 
they are undesirable for technical or psychological 
reasons. In Australia, ether is likely to remain the 
standard anesthetic for years to come. It is cer- 
tainly the anesthetic best suited to the non-specialist 
anesthetist. Recently the use of carbon dioxide in 
the induction of ether anesthesia has attracted con- 
siderable attention. Its safety is comparable to that 
of the ethyl chloride-ether sequence. The concen- 
tration of this gas in the inspired air should rarely 
exceed 5 per cent and should never exceed 10 per cent 
for more than a few moments. The author believes 
that the ethyl chloride induction is pleasanter for the 
patient than the carbon dioxide-ether induction. 

Chloroform has rightly fallen into disfavor. Apart 
from the classical risk of cardiac syncope during its 
administration, chloroform is too depressing to the 
circulation for routine use. The gaseous anesthetics 
are ideal from the patient’s standpoint because of 
their pleasantness, their freedom from toxicity to the 
heart and other vital organs, their speedy elimina- 
tion, and the fact that they have only a very slight 
tendency to cause after-sickness. From the surgeon’s 
standpoint they are less satisfactory than ether in 
producing relaxation. Adequate premedication, ac- 
curate administration of the anesthetic with efficient 
apparatus and the judicious supplemental use of 
ether do much to overcome this drawback. Supple- 
mentary”ether is rarely contra-indicated and does 
not materially afect liver function or increase post- 
anesthetic vomiting. The author is becoming doubt- 
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ful of the value of gas anesthesia in routine surgery 
of the nose and throat. Agreeable as it is for the pa- 
tient, it introduces technical difficulties for both 
surgeon and anesthetist. In certain cases, such as 
those of pulmonary and cardiac disease, the choice of 
intratracheal gas anesthesia becomes obligatory if 
general anesthesia is to be employed. However, in 
the cases of generally healthy patients, intratra- 
cheally administered ether is perhaps the anesthetic 
of choice. The frequently adopted compromise of 
using gaseous anesthetics with almost continuous 
supplementary ether vitiates most of the advantages 
of gas anaesthesia. 

The choice between ethylene and nitrous oxide is 
not very important provided the apparatus is effi- 
cient and accurate. Nitrous oxide is rather less de- 
pressing, whereas ethylene is definitely easier to give. 
Ethylene is highly explosive in the presence of the 
cautery or diathermy, whereas nitrous oxide is not 
explosive unless it is mixed with ether. 

Adequate premedication provides physical and 
mental rest for the patient, favors better anesthesia 
subsequently, and reduces the amount of anesthetic 
required. Unfortunately, the patient’s response to a 
given dose of a sedative cannot be predetermined. A 
dose inadequate for one individual may produce pro- 
found narcosis with depression of the respiration and 
circulation in another. The attempt is therefore 
made to employ drugs of relatively uniform action 
in doses which will do no harm even if the patient 
should be hypersensitive. The author believes that 
sedation before the administration of ether or chloro- 
form should be light because ether and chloroform 
are themselves respiratory depressants. He uses 
chloretone or, in the cases of more nervous subjects, 
a barbiturate such as sodium amytal. Before gas 
anesthesia, deeper sedation is possible because, by 
rebreathing, the respiration can be kept under some 
control, and because the gaseous anesthetics are not 
respiratory depressants unless there is associated 
anoxemia. Therefore in cases in which a gaseous 
anesthetic is to be used Kaye gives sodium amytal 
or nembutal combined with small doses of morphine. 
The use of morphine and hyoscine is less reliable. 
The combination of morphine and a barbiturate in 
slightly larger doses is desirable before regional or 
spinal anesthesia as the barbiturate has also a de- 
toxicating effect on the local anesthetic. 

Basal narcosis evolves out of premedication, ren- 
dering the patient oblivious of the events immedi- 
ately preceding and succeeding the operation. No 
basal narcotic yet known is free from a depressing 
action on the medulla. Calculation of the dose from 
the patient’s weight is not an absolute safeguard as 
personal susceptibility is not taken into account. 
Once the drug has been given, it cannot be with- 
drawn if ill effects supervene. The only recourse 
then is the use of stimulating measures until the 
drug has been spontaneously detoxicated and elimi- 
nated. Of the basal narcotics, avertin is mentioned 
first. The use of avertin as an anesthetic has been 
abandoned. Even in Germany, avertin is employed 


only as a basal narcotic. Its effects are inconstant as 
it sometimes causes restlessness and sometimes over- 
deep narcosis. Respiratory depression is frequent, 
and the deaths following its use have been attributed 
principally to this cause. Coramine and ephedrine 
have been proposed as antidotes, and oxygen and 
carbon dioxide have been recommended for the re- 
spiratory depression. Avertin is unsuited for routine 
use as it is too toxic to be injected into the rectum 
in a way which releases it from direct control. 

Recently the rectal administration of paraldehyde 
has been frequently advocated. The use of paralde- 
hyde, like that of all other anesthetics, has been 
associated with fatalities, but the claim has been 
made that the margin between the narcotic and the 
toxic doses is wider in the case of paraldehyde than 
in the case of avertin. 

Spinal anesthesia, like basal narcosis, is in a state 
of change. It has its uses, such as for very robust 
patients difficult to anesthetize satisfactorily by 
other methods and for patients suffering from 
marked abdominal distention due to intestinal ob- 
struction who are otherwise in good condition. The 
author is not tempted to employ it routinely, and 
would not choose it for himself were he to undergo 
an operation. 

Cases of postanesthetic respiratory sequel fall 
into three groups. The first are those in which the 
anesthetic has been unsuitably chosen; for example, 
ether in a case of tuberculosis or suppuration of the 
lungs. The second are those in which foreign mate- 
rial such as contaminated blood, pus, vomitus, ton- 
sillar tissue, or teeth has been allowed to enter the 
bronchial tree during the period of anesthesia or the 
recovery period. This may be obviated by the use of 
a correct anesthetic technique, such as intratracheal 
administration, when indicated, and supervision of 
the recovery period, which is too often neglected by 
the surgeon and anesthetist and left to the most 
junior nurse available. Cases of the third group are 
those of respiratory sequele of atelectatic origin. As 
a result of diminished lung ventilation (whether from 
an overdose of the anesthetic, excessive premedica- 
tion, trauma to the diaphragm, postoperative pain, 
or undue recumbency, a minor bronchus becomes 
occluded by mucus. The area of lung behind the 
obstruction then becomes atelectatic and collapses, 
and autogenous infection results. Both anesthetist 
and surgeon should be on guard against factors likely 
to promote atelectasis. Periodical postoperative in- 
halations of 5 or 10 per cent mixtures of carbon 
dioxide and oxygen should be instituted in any case 
in which there is anxiety with regard to the lungs 
and, ideally, should be the routine procedure after all 
operations. 

Postoperative vomiting is increased if the patient 
shows a tendency toward acidosis. Rigorous pre- 
operative starvation is to be deprecated. A light 
meal should be permitted the evening before the 
operation, and glucose should be given freely up to 
four hours before the induction of anesthesia. When 
glucose is repulsive to the patient, loaf or barley 
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sugar may be substituted. Ether and chloroform 
produce demonstrable impairment of liver function 
and are contra-indicated in cases of hepatic insufh- 
ciency and diabetic or other acidosis. The gaseous 
anesthetics, which do not affect the liver, are prefer- 
able. Two hours before operation the diabetic pa- 
tient should be given not less than 20 units of insulin 
buffered with glucose in the ratio of 3 gm. to the unit 
of insulin. 

It is charged that the modern anesthetist regards 
the patient as a subject for anesthesia rather than 
for surgery. This may be partly true, but it is a re- 
action against the not-distant era when the anas- 
thetist was held to be necessary only to keep the pa- 
tient quiet while the surgeon operated. The safety 
of the patient was almost subordinated to his im- 
mobility. The modern anesthetist tries to do more 
for the patient than render him immobile. It is im- 
portant that the anesthetist and the surgeon agree 
upon the duties and responsibilities of each. The 
anesthetist should endeavor to visit the patient on 
the day before the operation to examine him, pre- 
scribe premedication, and decide on the safest and 
most convenient anesthetic by consultation with the 
surgeon. At the operation he should adopt the 
technique which will best assist the surgeon. He 
should keep close watch on the patient’s pulse rate, 
respiratory rate, blood pressure, and color and im- 
mediately report to the surgeon any untoward event. 
His observations should enable him to assist the sur- 
geon in deciding whether further operative proce- 
dures, such, for example, as removal of the second 
lobe during thyroidectomy, will be tolerated by the 
patient. He should suggest and supervise the ad- 
ministration of stimulants, including the intravenous 
infusion of blood or saline solution if this should be- 
come necessary. 

The surgeon, on the other hand, should exercise 
coéperation. He should not demand too much when 
the anesthetist has difficulties with a sick patient, 
and he should give due warning when extra muscular 
relaxation is required. If the surgeon exerts sudden 
traction upon the mesentery when the patient is 
under light anesthesia, he should not blame the 
anesthetist if the patient shows signs of resentment. 
The surgeon is frequently worried, but he should not 
indulge in compensation behavior at the expense of 
the anesthetist who is doing his best and often has 
troublesofhisown. MANuELL. LicHTENsTEIN, M.D. 


Willcox, Sir W., Golla, F.L., Gunn, J. A., McCowan, 
P. &., Purves-Stewart, Sir J., and Others: 
Discussion on the Uses and Dangers of Hypnot- 
ic Drugs Other Than Alkaloids. Proc. Roy. Soc. 
Med., Lond., 1934, xxvii, 489. 


WILLcox states that since 1913 considerable 
progress has been made in the use of hypnotic drugs 
for basal anesthesia. The drugs most frequently 
employed for this purpose are derivatives of the 
barbituric acid series. 

Avertin, which belongs to the alcohol chloral 
group, is extensively used as a basal anesthetic and 


is administered by rectum. The dose recommended 
by the introducers is 0.1 gm. per kilogram of body 
weight, but under many circumstances the amount 
used should be considerably smaller. Care must be 
taken to determine the dose suitable for the given 
case, as avertin may cause prolonged coma or toxic 
effects on the liver. 

Of the barbituric acid group of drugs, those most 
commonly used for basal anesthesia are nembutal, 
pernocton, amytal, and evipan. When these drugs 
are taken on an empty stomach their effect is more 
rapid and intense, and when they are taken with 
alcohol, their toxic effects are more marked. Sus- 
ceptibility to these drugs is often increased in 
nervous persons, in allergic persons with a history of 
asthma, urticaria, or angioneurotic oedema, and in 
persons with defective function of the kidneys or liv- 
er, hyperthyroidism, myocardial disease, alcoholism, 
or prolonged toxic effects of other diseases. 

Idiosyncrasy may lead to alarming symptoms of 
poisoning from a normal dose. Willcox has seen pro- 
longed coma, suppression of urine, and broncho- 
pneumonia follow a dose of 3 gr. of nembutal given 
by mouth. The repeated use of therapeutic doses 
may bring about symptoms suggesting organic 
nervous disease. In experiments on animals, de- 
generative changes in the nerve cells have been 
found after prolonged administration of barbituric 
acid compounds. In healthy persons, cumulation of 
barbituric acid compounds does not occur readily, 
and when it does occur, discontinuance of the drug 
is followed promptly by disappearance of the 
symptoms. Willcox has seen toxic jaundice follow 
the daily administration of 1 gr. of luminal for over 
a year. Only slight tolerance to this group of drugs 
is established even after long use. In patients who 
are addicted to the drugs of this group sudden dis- 
continuance of their use is not followed by severe 
symptoms. 

The importance of care in the determination of 
the dosage is emphasized. Absorption of the drugs is 
rapid. When a basal anesthetic is used in the 
presence of any of the dangers mentioned, the 
minimal dose of the drug should be given and full 
anesthesia obtained by the use of a general anes- 
thetic such as nitrous oxide oxygen or ether. 

McCowan states that he regards it as advisable 
for the surgeon to become familiar with one particu- 
lar drug. By so doing he will obtain better results as 
he will know exactly what dose to give in the particu- 
lar case and will readily recognize the onset of un- 
toward symptoms. McCowan has found that when 
the barbiturates are given with glucose and insulin 
they are safe for prolonged narcosis. By the ad- 
ministration of glucose and insulin the unfavorable 
effects of these drugs on the liver and heart are com- 
bated. The use of glucose alone is useless as glucose 
requires the codperation of insulin for its proper 
metabolism in the liver. On the basis of his clinical 
and biochemical knowledge of the action of bar- 
biturates, McCowan believes that these drugs are 
admirably suited for use previous to anesthesia and 
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that there is a marked tendency in certain quarters 
to exaggerate their toxicity. The exaggerated state- 
ments suggest a failure to apportion correctly: 
(1) the toxic effect of the barbiturate, (2) the effects 
of prolonged general anesthesia, and (3) the shock 
of surgical operation. 

PuRVES-STEWART, like Willcox, calls attention to 
the occasional unexpected toxic effects of the 
barbituric compounds in ordinary doses. 

GILLESPIE states that in a thorough review of the 
literature he found no record of a case in which a 
single dose or repeated doses of therapeutic size of a 
barbiturate caused death in the absence of com- 
plicating factors. He disagrees with the statement 
of Willcox that the repeated administration of 
barbiturates in one or more daily doses is undoubt- 
edly dangerous. 

However, he calls attention to the fact that 
idiosyncrasy must be reckoned with in a number of 
cases. By some, the incidence of idiosyncrasy is 
estimated at 3 per cent, but in Gillespie’s opinion 
this is higher than is evidenced by ordinary clinical 
experience. Idiosyncrasy is manifested by skin 


conditions and neurological disturbances. There is 
no record of death from a single therapeutic dose 
even in the cases of patients with an idiosyncrasy to 
the drug, and continuous doses have caused death 
only when they were well beyond the therapeutic 
maximum. 

CuRRAN reports an investigation of the value of 
nembutal. He found nembutal a hypnotic of great 
value and of service also for the performance of 
minor operations on apprehensive or restive patients. 
In the cases of adults he gives an initial dose of 3 gr. 
on an empty stomach and increases this by 1% gr. 
until the desired effect is produced. The action of 
the drug becomes apparent in half an hour and con- 
tinues usually for another half hour. Only 2 of 328 
patients showed alarming effects. Both of these 
patients were alcoholics and in very poor condition. 
After the administration of 4.5 gr. of the drug, they 
collapsed and became pulseless, but later in the same 
day they were quite well. Because of these un- 
favorable reactions Curran has since limited the 
initial dose to 3 gr. in the cases of physically debil- 
itated patients. G. Paut LaRogvE, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Menville, L. J., and Ané, J. N.: Roentgen Study of 
the Absorption by the Lymphatics of the 
Thorax and Diaphragm of Thorium Dioxide 
Injected Intrapleurally into Animals. Am. J. 
Roentgenol., 1934, xxxi, 166. 


Following a review of the experimental studies of 
others, the authors report the findings of their own 
investigations with regard to the extent and routes 
of drainage of the lymphatic systems of different 
parts of the bodies of laboratory animals. In previ- 
ous communications they reported that it is possible 
to render portions of the lymphatic system of labora- 
tory animals and man visible to the roentgen ray by 
the subcutaneous, intraperitoneal, intracardial, and 
intrapleural injection of thorium dioxide. This 
article is based on further observations made on 
rats, dogs, and rabbits. The methods used in the 
experiments are described in detail. The findings 
and conclusions are summarized as follows: 

1. The lymphatic system of the thorax of labo- 
ratory animals can be rendered visible on roentgen 
examination by the injection of thorium dioxide 
into the pleural cavity. 

2. The injection of thorium dioxide into the 
pleural cavity apparently did not affect the health of 
the animals. In no instance was there a pleural 
effusion such as produced by irritation. 

3. Thoracic lymph nodes absorbed the thorium 
dioxide from the pleural cavity within one hour. 

4. In certain cases the route of absorption of the 
thorium dioxide from the pleural cavity was traced 
to and through the diaphragm to lymph nodes ap- 
parently in the retroperitoneal space. 

5. The first portion of the thoracic lymphatic 
system visualized was the sternal glands. 

6. As the first lymph nodes visualized were the 
sternal group, absorption from the pleural cavity 
apparently occurred first from the parietal pleura. 
The lymph vessels of the parietal pleura empty into 
the sternal and intercostal nodes. 

7. Absorption from the visceral pleura was 
evidenced by visualization of the mediastinal and 
bronchial lymph nodes. 

8. It appears that the diaphragmatic lymphatics 
have a greater capacity for absorption of particulate 
matter from the peritoneal cavity than for its ab- 
sorption from the pleural cavity. 

Apotpo Hartune, M.D. 


Allibone, T. E., and Bancroft, F. E.: A New Con- 
tinuously Evacuated X-Ray Tube for Deep 
Therapy. Brit. J. Radiol., 1934, vii, 65. ST a 

Although continuously evacuated X-ray tubes 
have been employed in physical laboratories for 
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some time, their use for hospital purposes has been 
made possible only recently by the development of 
improved exhaustion pumps. The authors review 
the history of the various devices which eventually 
led to the perfection of apparatus applicable for deep 
therapy and describe an equipment developed by 
them. Their experience with the latter indicates 
that at least up to 250 kv. no difficulty is encountered 
in the construction of equipment which has the 
necessary degrees of freedom for medical deep 
therapy treatment, and that such equipment can be 
made to operate automatically without elaboration 
of technique. Apotpx Hartune, M.D. 


Stewart-Harrison, R.: The Radiation Treatment of 
Actinomycosis. Brit. J. Radiol., 1934, vii, 98. 


The author reviews thirty microscopically proved 
cases of actinomycosis treated by irradiation. In 
twenty-two, the condition involved the head or neck, 
and in eight it occurred in the lungs, intestines, or 
other organs. Two methods of irradiation—the dis- 
juncted fractional method and the protracted frac- 
tional method—were employed. The protracted 
fractional method, consisting of daily small doses, 
usually from four to ten treatments, was found to be 
superior to the disjuncted fractional method, in 
which rather massive single doses were given. In the 
use of the former, skin changes and the danger of 
extensive cedema were avoided. In all of the twenty- 
two cases with involvement of the head or neck the 
results were successful, whereas in the eight cases of 
involvement of other organs, treatment by the dis- 
juncted fractional method was unsatisfactory. 

E. E. Bartu, M.D. 


MISCELLANEOUS 


Tucker, W. E.: Physical Methods in the Treatment 
of Injuries. Practitioner, 1934, cxxxii, 247. 


The author discusses early active movement and 
massage in cases of injury of joints, muscles, and 
ligaments. 

He states that in injury to joints the lymphatics 
and venules of the entire diameter of the limb are 
affected, whereas in injury to muscles and ligaments 
only the lymphatics and venules of a small area are 
involved and the rest are able to remove the trau- 
matic effusion. Therefore, injured joints must be 
relieved from weight bearing at first, whereas in- 
jured muscles and ligaments can be actively used 
at once provided they are supported. 

The reasons for the occurrence of swelling in 
recently injured joints when they are moved vigor- 
ously with weight bearing are as follows: 

1. Active movement with weight bearing adds 
trauma to the inflamed synovial membrane. 
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2. The blood supply is increased. 

3. The metabolism in the joint and the produc- 
tion of by-products are increased. 

4. Atonic muscles exude fluid when they are 
used actively. 

5. The lymph is increased. 

6. Stasis of fluid results from damage of the 
lymphatic and venous circulation. 

On account of the swelling from early active 
weight bearing, the usual treatment has consisted 
of rest. This has resulted in stiffness of the joint. 
If a stiff joint is moved too actively, swelling occurs 
because of stasis of fluid due to fibrosis around the 
damaged lymphatics and venules. 

If gentle movement without weight bearing is 
performed at first, it aids in depressing the trau- 
matic effusion, increasing the tone of the muscles, 
and preventing the formation of adhesions. 

Massage used early following injury to a joint 
relieves the immediate swelling. Frequently how- 
ever, there is a recurrence of the swelling. The 


author attributes this to the presence of fibrin and 
cells in the effusion. He advocates the continued 
use of massage to disperse the excessive effusion by 
providing fluid to aid in the absorption. 

The objects of the various methods of treatment 
are: (1) early absorption of the traumatic effusion 
to prevent fibrous tissue reaction and the formation 
of adhesions and thickenings, and (2) repair of 
damaged structures without cicatricial contraction 
and loss of elasticity. 

The methods of treatment outlined are: (1) pre- 
liminary rest with relief of weight bearing, (2) 
gentle stretching of the joint capsule by the use of 
movements over which the patient has no voluntary 
control and finally active movements, (3) graduated 
faradic contractions with avoidance of pain and 
spasm, (4) diathermy and ionization, (5) massage 
under heat, and (6) support. 

The method of treatment and its application for 
various types of injuries to muscles, tendons, and 
joints are described. GERTRUDE BEARD, R.N. 























MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McNeer, G.: Arsenical Keratoses and Epitheli- 
omata. Ann. Surg., 1934, xcix, 348. 


This report is based on three cases of arsenical 
epithelioma and one case of arsenical keratosis. 

The author states that apparently the amount of 
arsenic taken is not of fundamental importance. In 
the cases reported the shortest period between the 
first ingestion of arsenic and the appearance of the 
cutaneous lesions was one and a half years; the long- 
est, seventeen years; and the average, seven and a 
half years. 

The lesions produced by arsenic are of three types 
—dermatitis, keratoses, and epitheliomata. Acute 
arsenical dermatitis leaves a brownish pigmentation 
which may last for years. At first this is accom- 
panied by scales, fissures, numbness, and tingling of 
the parts involved. The keratoses affect mainly the 
palms and soles, extensor surfaces, elbows, and 
knees. Arsenical epitheliomata are usually squam- 
ous-cell carcinomata of Grade 1 or 1+. They grow 
slowly and do not form metastases in the regional 
lymph glands until late. They are only moderately 
radiosensitive. The prognosis as to life is fairly 
good. A feature of the disease is the great multi- 
plicity of the lesions that develop. As one group is 
cured, a new crop appears elsewhere. 

The treatment depends on the form and extent 
of the lesions. In cases of dermatitis, the intra- 
venous injection of sodium thiosulphate in amounts 
up to 1 gm. daily for six days has proved successful. 
In the cases reported by the author the best results 
were obtained by treatment with low-voltage X-rays 
or a mustard-gas solution. In the treatment of small 
lesions the electric cautery was found of great value. 
Surgical excision is rarely possible as the lesions are 
too numerous. The application of radium plaques 
of 1,000 mc.-hrs. to each lesion has proved bene- 
ficial. Frequent observation of the patient is im- 
portant. Emit C. RositsHek, M.D. 


MacCarty, W. C., and Haumeder, E.: Has the 
Cancer Cell Any Differential Characteristics? 
Am. J. Cancer, 1934, XX, 403. 


In a previous communication, MacCarty said, 
“Both reparative regenerative cells and malignant 
cells possess one or more nucleoli, but as a rule those 
of malignant cells are much larger in proportion to 
the size of the nucleus than those of reparative 
cells... Although a cancer cell may not always be 
distinguishable from a normal regenerative cell, it 
frequently may be because of a difference in the 
volume relationship between nucleolus, nucleus, and 
the whole cell in the two types.” 
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This report is based on a study of 65 cases of 
primary and secondary malignant growths and 22 
cases of chronic inflammation in patients who had 
no evidence of a benign or malignant neoplasm. 
Fresh tissue sections from 6 to 12 microns thick and 
stained by Terry’s modification of Unna’s poly- 
chrome methylene blue were studied under the oil- 
immersion lens. The shadows of a number of nuclei 
and nucleoli, approximately 20 of each specimen 
from different parts of the section, were projected 
through a constant distance by means of a camera 
lucida and traced on paper. Almost 4,000 cells and 
sections of fresh and fixed tissue were studied. The 
previously traced nuclei and nucleoli were then en- 
larged in order to obtain measurable areas of the 
latter. A planimeter was used to determine the pro- 
jected areas of nuclei and nucleoli. From these 
measured areas of the enlargements the actual areas 
were obtained by dividing by the appropriate con- 
stant of magnification and the final areas were ex- 
pressed in square microns. 

On the basis of this study, the following con- 
clusions drawn in a preliminary report in 1933 were 
confirmed: 

1. The mean areas of the nucleoli of malignant 
cells are greater than those of the corresponding non- 
malignant cells. 

2. The difference between the nucleolar areas in 
malignant and non-malignant cells is greater than 
the difference between the nuclear areas. 

3. In the individual cell the range of the ratio of 
nucleolar area to nuclear area varies from 1:5 to 1:17 
for malignant cells and from 1:13 to 1:45 for non- 
malignant cells. 

The authors emphasize that if their observations 
are correct they indicate the necessity for histo- 
pathologists to become acquainted with the cytology 
of fresh tissues if cancer is to be recognized in its 
early stage. Artuur S. W. Tourorr, M.D. 


Coffey, R. C.: Principles Involved in the Treatment 
of Carcinoma Affecting Organs Located in the 
Male and Female Pelvis. Am. J. Surg., 1934, 
Xxiii, I. 

Cancer of organs in the male or female pelvis is 
well located for radical treatment as the contents 
of this body cavity may be removed without the 
sacrifice of vital functions. 

The surgical principles to be observed are the 
avoidance of infection so far as possible, the removal 
of as much connective tissue as possible, and drain- 
age of the resulting cavity with material of a capil- 
lary structure, namely, plain sterile gauze. 

Cancer of the rectum has a good prognosis when 
it is operated upon under spinal anesthesia. With 
the use of blood transfusion and the large lower 
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gauze pack, the operation may be done in one stage 
more safely than in two stages. 

In cancer of the rectosigmoid, which is usually 
associated with obstruction, it is necessary to relieve 
the obstruction and delay resection until the patient 
has recovered from the toxemia. The removal of 
the cancer should follow the same principles as those 
followed in the operation for cancer of the rectum. 
An ileostomy should be done several weeks before 
the colectomy in order to give the ileum sufficient 
time to take over the absorptive function ordinarily 
performed by the cecum. 

Cancer of the bladder has possibly the best prog- 
nosis of all internal cancers as it can be diagnosed 
early and it does not form metastases until late. 
The milder forms of papillary growths may be cured 
by fulguration or radium irradiation. In the male, 
the ureters may be transplanted into the rectum and 
the bladder removed at the same operation. In the 
female, this should be done in two stages or de- 
structive doses of radium should be administered 
after ureteral transplantation. In the male, the 
prostate, seminal vesicles, and bladder may be re- 
moved by the retrograde technique with com- 
parative ease and with preservation of sphincteric 
control. 

Cancer of the body of the uterus is best treated by 
hysterectomy. In cervical malignancy the treat- 
ment of choice is radium irradiation because of the 
radiosensitivity of the lesion and because direct 
transplantation of cancer cells into the surrounding 
connective tissue is apt to occur in a surgical opera- 
tion. 

In low grade malignancy of the ovary, the peri- 
toneal transplants may be treated with radium 
successfully by building a mechanical quarantine 
across the pelvis and screening the intestines from 
the radium. Georce A. Cottett, M.D. 


DUCTLESS GLANDS 


Albright, F., Baird, P. C., Cope, O., and Bloomberg, 
E.: Studies on the Physiology of the Para- 
thyroid Glands. IV. Renal Complications of 
Hyperparathyroidism. Am. J. M. Sc., 1934, 
clxxxvil, 49. 

The authors review eighty-three cases of hyper- 
parathyroidism collected from the literature and 
from their own experience. Kidney lesions of vary- 
ing severity were found in about 50 per cent. The 
cardinal metabolic abnormalities in hyperpara- 
thyroidism are hypercalcinemia, hypophospha- 
temia, hypercalcinuria, and hyperphosphaturia. 
The kidney damage in this disease seems to be due 
to a deposition of calcium and phosphorus in the 
kidney rather than to inflammation. Therefore the 
condition would be called “‘nephrocalcinosis” more 
correctly than “nephritis.” 

According to the severity of involvement, the 
cases may be divided into three groups. In those of 
one group there is a deposition of calcium phosphate 
stones in the renal pelvis with the secondary produc- 


tion of pyelonephritis. In those of another group, 
a more acute form, there is a deposition of calcium 
in the kidney parenchyma with resulting fibrosis 
and changes simulating chronic glomerular and 
vascular nephritis. In those of the third group, an 
acute form characterized by anuria and death from 
an undetermined cause in a few days, calcium is de- 
posited in the renal parenchyma as well as in other 
organs, but there are no chronic changes in the 
kidneys. 

The occurrence of renal stones in 27 per cent of 
cases of hyperparathyroidism suggests that this dis- 
ease should be suspected in all cases of nephrolithiasis. 
The renal lesions of hyperparathyroidism may occur 
without bone lesions, the former being an index of 
the severity of the disease and the latter an index of 


. its duration. The occurrence of renal involvement 


produces changes in the usual picture of hyper- 
parathyroidism, such as absence of hypophospha- 
temia, a decrease in the calcium excreted in the 
urine, an increase in the calcium excreted in the 
feces, and a decrease in the phosphorus excreted 
in the urine. 

In discussing treatment to prevent renal damage 
in hyperparathyroidism the authors state that fluids 
should be forced; alkalinity of the urine should be 
avoided; ammonium chloride and other acidosis- 
producing salts are contra-indicated; and a high- 
phosphorus diet, while indicated for demineraliza- 
tion, imperils the kidneys and should be given only 
when the blood values can be carefully followed. 
The authors are of the opinion that almost all pa- 
tients with hyperparathyroidism will eventually de- 
velop kidney damage unless the condition is cor- 
rected by extirpation of the parathyroid tumor re- 
sponsible. Lester R. Dracstept, M.D. 


Leriche, R., Jung, A., and Cemil, S.: Investigations 
of the Action of Parathyroid Extract on the 
Skeleton (Recherches sur l’action de |’extrait 
parathyroidien sur le squellette). Presse méd., Par., 
1933, Xli, 2059. 

In experiments on animals the authors found it 
possible to produce a clinicopathological syndrome 
resembling that of von Recklinghausen’s disease of 
bone by injecting parathyroid extracts. The experi- 
mental animals were rats from three to four weeks 
old weighing from 45 to 50 gm. Of the various 
parathyroid extracts used, Collip’s parathormone 
was found to be the most effective. After eight daily 
injections of 20 units of this preparation, a fibrosis 
of the marrow of the femur in the diaphyseal and 
metaphyseal regions were observed. Hematopoietic 
marrow disappeared. In the cancellous bone and 
cortex in the metaphysis and diaphysis lacunar re- 
sorption occurred and the haversian canals became 
wider than normal. Roentgenograms after the 
twelfth day demonstrated a marked reduction in the 
density of the medullary portions and a thinning of 
the cortex. Other preparations of the parathyroid 
glands did not produce such marked changes until 
after a much longer period and after the administra- 
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tion of much larger doses. When paratyrone was 
used, daily injections of from 20 to 4o units for from 
one week to two months were required to produce 
lacunar absorption of bone and no fibrosis of the 
marrow occurred. All of the parathyroid extracts 
produced hypercalcemia, but there were marked 
differences in the cellular changes in the bones 
brought about by the different preparations. The 
authors therefore conclude that the type of extract 
used is of prime importance in both experimental and 
clinical work. 

The parathyroid glands of the injected animals 
presented no gross abnormalities, but on micro- 
scopic examination showed disappearance of blood 
capillaries roughly in proportion to the amount of 
extract injected. After many injections a definite 
sclerosis of the gland was produced and the normal 
granular appearance of the cytoplasm of the para- 
thyroid cells was modified. The nuclei were changed, 
appearing elongated or triangular instead of round 


or oval. These findings were interpreted by the 

authors as suggesting degeneration of the gland due 

to an oversupply of the parathyroid hormone. 
LesteR R. DracGstept, M.D. 


Burrows, H.: The Occurrence of Scrotal Hernia in 
Mice under Treatment with Qstrin. Brit. J. 
Surg., 1934, XXi, 507. 

Burrows noted the development of scrotal hernia 
in 19 of 49 mice under treatment with cestrin applied 
on the skin or injected hypodermically. This con- 
dition was not found in 580 untreated mice. Burrows 
believes that the effect of the cestrin may consist in 
relaxation of the layers of muscle which regulate the 
caliber of the passageway between the abdominal 
cavity and the scrotum. It may be comparable to 
the softening of the pelvic ligaments and muscles 
during the later stages of pregnancy, when large 
quantities of cestrin are circulating in the body. 

A. F. Lasn, M.D. 
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